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Blair, V. P., and Brown, J. B.: ~~ Osteomyelitis 
of the Bones of the Skull and Face. Ann. Surg., 
1927, IXxxv, 1. 

The authors discuss only inflammation or death 
of bone due to infection by a pus-producing organ- 
ism, but three somewhat distinct clinical entities are 
considered: (1) the condition commonly called 
“ulcerated tooth,” (2) frank osteitis and necrosis 
of the dentigerous bones, and (3) the spreading 
osteitis and necrosis that may accompany or follow 
pus infection of the paranasal or para-aural sinuses. 

The reasons for including these conditions in one 
group are the following: 

1. They are each essentially a bone infection, and 
though showing certain individualizing characteris- 
tics, their pathology is basically the same, the re- 
action differing in degree rather than in kind, and 
the treatment for each is essentially the same. 

2. While the lines that demarcate the typical 
cases in each group can be drawn sharply, there 
occur apparently borderline cases that are not so 
easily catalogued, and the close anatomical relation 
of the parts affected facilitates this grouping. 

The general plan of good surgical treatment of 
simple purulent osteomyelitis was firmly estab- 
lished many years ago, and, except as influenced by 
the presence of the teeth, the treatment of the 
condition when it affects the skull and jaws differs 
little from that of simple purulent osteomyelitis of 
any other bone. Due partly to the superior resist- 
ance of the face and mouth tissues to most infections 
and partly to the readiness with which spontaneous 
drainage is established around the teeth, osteomyeli- 
tis occurring in the jaw has not the inherent fatal 
tendency that may characterize it elsewhere. On 
the other hand, the deformities that result, most 
commonly from ill-advised surgery, can be little 
short of ghastly. In certain spreading infections of 
the calvarium the resulting deformities are not 
marked, but the disease is frequently fatal. 
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The accepted older treatment of osteomyelitis 
in general consisted, first, in the early establishment 
of drainage of the focus with the least possible opera- 
tive trauma; second, in delaying radical operation 
until the virulence of the infection had subsided, the 
dead bone had spontaneously separated, and sufti- 
cient new bone had been formed to maintain con- 
tinuity; and, in the removal at the proper time of 
all fragments of dead bone with limited damage to 
granulations lining their beds, and, where practi- 
cable, the removal of all edges of live bone over- 
hanging the bed so that soft tissue could drop into 
and fill these defects. When this program is faith- 
fully and intelligently carried out the disease seldom 
proves fatal or progressive, and successful seques- 
trectomy followed by permanent healing is usually 
accomplished by one operation, 

Especially desirable refinements of technique are 
those designed to raise the resistance of the tissues 
or to protect the granulation-lined cavities from 
secondary infection or sterilize them by non-corro- 
sive lotions. However any radical departure from 
the basic principles cited is apt to be followed by 
disaster or embarrassment in one form or another. 
In late years the older plan of conservative treatment - 
has been subjected to very forceful attacks, first by 
the operating dentists and exodontists and later by 
the rhinologists. 

Portals of entry. In the upper jaw the infection 
may apparently occur by way of the nasal mucosa 
or antrum. In either jaw it can unquestionably be 
produced by blood carried from a distance, as is 
common in osteomyelitis in other bones. When 
infected teeth are present, however, it may be difti- 
cult to draw definite conclusions. Commonly in 
children the necrosis apparently follows the extrac- 
tion of a tooth, but in at least some of these cases 
the bone infection may have caused the symptoms 
for which the tooth was drawn. The occurrence of . 
the symptoms immediately after the treatment of a 
quiescent non-vital tooth suggests a pre-existing 
periapical infection which may have been present for 
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years. The prevention of decay and of injury to the 
teeth will possibly prevent quite a large number of 
such bone infections. 

In some cases there may occur a low-grade bone 
infection that forms little pus but is associated 
with more or less pain and swelling. This is 
apt to attack different parts of the same jaw si- 
multaneously or consecutively, throwing off a 
sliver of bone here or loosening a tooth there and 
persisting for a long time without coming to any 
definite conclusion or without forming any very 
definite head for surgical attack. Meanwhile the 
patient may show various signs of intoxication. The 
previous belief that this type of necrosis is dependent 
on syphilis is not supported as few of the Wasser- 
mann tests in the reported cases were positive. 

In infection of the bones of the calvarium the 
paranasal sinuses are most commonly the portals 
of entry. 

The “ulcerated tooth.” The ulcerated tooth com- 
monly represents an acute exacerbation of a previ- 
ously quiescent periapical infection. The attack may 
terminate or be terminated in one of several ways. 
After two days of suffering, an abscess may perforate 
the bone, causing the typical “gum boil,” or less 
commonly it may burrow out alongside the root of 
the tooth. The dentist may establish drainage 
through a root canal or attempt to abort the process 
by extracting the tooth. The latter treatment has 
the virtue of precluding future attacks and may be 
followed by quick recovery, a more or less protracted 
or stormy convalescence, or, occasionally, by death 
from general sepsis. 

An older teaching warned that ulcerated teeth 
should not be pulled during the period of acute 
swelling. The attempt to establish free drainage 
and at the same time remove the supposed focus is 
apt to appeal strongly to some, but average results 
do not justify the extra risk of early extraction. 
Some young or apparently robust persons will die 
from general sepsis following the extraction of an 
“ulcerated tooth” in the acute stage. On the other 
hand, death following the conservative plan is ex- 
tremely rare, and except in young children, cervical 
abscess or extensive bone necrosis is uncommon when 
the tooth and the bone are spared the trauma of 
instrumentation in the acute stage of the infec- 
tion. 

The “ulcerated tooth” is a culmination of an in- 
fection that has been present for an indefinite time, 
possibly years, without causing more than mild or 
unidentified symptoms. About the simplest explana- 
tion is the assumption that a disturbance of the 
balance between virulence and resistance has 
occurred, which permits the hitherto imprisoned 
bacteria successfully to attack the confining bar- 
riers. Such a period of low resistance may be the 
reason why the trauma of an extraction may not be 
well tolerated at,this time. The time of pain may 
possibly be shortened by incision and stripping 
up of the periosteum at the probable site of per- 
foration. 


At a later period when the balance between vir- 
ulence and resistance has been re-established in the 
patient’s favor, the extraction of the tooth will be 
not only safe but better surgery than the most 
effective dental restoration. 

In the subacute stage in which discomfort, low 
fever, adenitis, malaise, rheumatism, or joint infec- 
tions may evidence chronic infection, extraction is 
usually necessary, but should be done with caution. 

Necrosis of the jaw bones. In simple osteomyelitis 
of the jaw the need for early artificial drainage of 
the focus is seldom urgent, but confined or pocketing 
collections of pus should be liberated by internal or 
external incision when detected. Hot or cold ap- 
plications may be used without fear of perforation in 
undesirable places. 

The very objectionable odor that may be given 
off can be controlled by one or two thorough irriga- 
tions of all fistula with a 1 per cent solution of 
formalin. The stinging pain may be modified by a 
previous irrigation with 1 per cent novocain. 

In most cases of acute osteomyelitis of the jaw the 
dead bone will usually separate itself in ninety days, 
and by the end of that time a strong involucrum will 
have formed that will permit removal of the se- 
questrum without changing the normal contour of 
the jaw. Instrumental manipulation of the bone, of 
at least the lower jaw, before the infection has lost 
its virulence is very apt to be followed by further 
extension of the necrosis. 

The surest way of reducing the necessary number 
of radical operations to the minimum is to allow a 
full three months after the original infection before 
making any attempt to remove the dead bone and 
then, if the dead bone is not found to be “ worm- 
eaten” and surrounded by a definite bed of granula- 
tions, to wait another three months before making a 
subsequent attempt. 

It is known that teeth and tooth buds in infected 
areas may retain their vitality. Therefore in treat- 
ing necrosis in a child, it is best to establish drainage 
as indicated, watch closely for kidney damage, and, 
if the general condition permits, to do no radical 
operation on the alveolar portion, but wait for the 
fragments to be thrown off spontaneously. In 
children, dead bone is not apt to become deeply 
sequestrated in the tooth-bearing areas as in the 
ramus. This does not hold true in adults. The pre- 
servation of the tooth buds is of tremendous ad- 
vantage. In areas where they are completely lost, 
the new bone is apt to be short to the extent of very 
serious deformity. If one first or second molar is 
preserved, it may save excessive retraction of the 
regenerated jaw, but preservation of the third 
molar bud will not do so. 

Much more disastrous than the removal of tooth 
buds is the complete lack of regeneration that may 
follow too early removal of the dead bone or an 
attempt to control infection by resecting the original 
live bone. In one known case the entire lower jaw 
is lacking as the result of repeated attempts of this 
kind, and failure of regeneration of the mandible 
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following simple osteomyelitis has occurred most 
frequently in cases treated by too energetic surgery. 

Removal of sequestra. For the removal of sequestra 
in the lower jaw the incision is made along the 
alveolar process or on the skin surface along the lower 
border of the mandible and part way up the posterior 
border of the ramus from one side to the other. For 
necrosis of the ramus in adults and for locating dis- 
lodged spicules in the sigmoid notch, the posterior 
part of the incision just described is most appro- 
priate. 

After the sequestrum has been exposed, a curette 
turned toward the dead bone and not toward the 
involucrum may be used to slip out the fragments. 
Before this can be done it may be necessary to 
chisel away one wall of the involucrum. When the 
pockets are multiple they must be dealt with in- 
dividually. Bone scraping is a pernicious practice 
and is to be deplored even when it is necessary. The 
curette should be used as a tractor, an elevator, or 
a tool to carve away overhanging involucrum. The 
search for small deeply buried spicules may be 
greatly facilitated by preliminary injection of the 
fistula with methylene-blue solution. 

In every case every piece of dead bone must be 
removed or so treated that it can be discharged 
spontaneously; otherwise the wound will not heal 
permanently. It is for the lack of such treatment 
that many cases remain unhealed for a period of 
years. 

In the upper jaw the sequestra are apt to become 
buried in scar. It is a better plan to dissect out the 
scar than to try to find the individual pieces of bone. 
This is sometimes true in regard to fragments in the 
neck that have worked down from the lower jaw. 

Emphasis has been placed on time-consuming 
conservatism, but radical operation may be necessary 
to dislodge pieces of dead bone in the body or ramus 
that may be encased by the living bone and remain 
indefinitely as foci of infection. If after the removal 
of the sequestrum the pocket in the involucrum is 
very deep, it should not be left in this condition. 

The literature still shows the old division between 
those who advocate early conservatism and those 
who promise to abort the disease by the earliest 
possible radical surgery. The position of the latter, 
who are still in the minority, is supported by neither 
new arguments nor an adequate number of convinc- 
ing case reports. 

Diffuse osteomyelitis of the skull of sinus origin. 
Most of the recent rhinological literature supports 
very early and radical operative treatment of the 
necrosis of the skull bones that may follow or accom- 
pany paranasal sinus infections. This reversal of 
the more generally accepted rules for the treatment 
of osteomyelitis is not supported by the authors’ 
observations. 

The first cases definitely regarded as of sinus 
origin were reported in 1899—one by Luc and one by 
Tilley—but before that time there were a few 
reports of osteomyelitis of the skull with practically 
the same clinical picture. 
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The radical writings consist of from twelve to 
fifteen articles based partly on personal observations 
but largely on citations from an exhaustive article 
in three parts by McKenzie of London. McKenzie 
advocated early radical bone removal, as did those 
following him, who seemed to base most of their 
points on his article. 

The authors have been unable to substantiate all 
of their findings by the literature. 

Syphilitic cases should not be recorded with these 
cases. In the authors’ series there were six cases of 
this type, five arising from the frontal, and one from 
the sphenoid sinus. This series is considered rather 
small upon which to base sweeping conclusions, but 
of those who have so vigorously advocated early 
radical treatment none had more than four cases. 
Twenty-three observers reported in favor of radical 
operation. Twenty-five of their patients died. Of 
the twelve who are living, five were treated too re- 
cently to be considered cured. 

Nine observers do not report favorably on the 
radical bone-cutting plan of treatment. In nine 
cases with conservative treatment there were three 
deaths. Mosher added one case to these. Of the 
authors’ six patients, three are living but one cannot 
be considered a “closed case.” 

The authors do not accept the more modern 
recommendation of early, radical bone removal for 
these cases. Until more conclusive evidence is 
adduced, they will continue to apply the older rules 
of hygiene, drainage, and the removal of exfoliated 
hone, supplementing them by measures to raise the 
patient’s resistance and general quartz light treat- 
ment. James B. Brown, M.D. 


EYE 


Luedde, W. H.: The Mechanism of Accommoda- 
tion. Am. J. Ophth., 1927, 3s. x, 15. 


Elasticity of the lens has never been definitely 
shown. Heretofore studies of accommodation have 
been made with the idea of supporting either Helm- 
holtz’s or Tschernig’s theory. Luedde describes 
accommodation in animals. In fish, it is accom- . 
plished by a displacement of the lens. Salamanders . 
accommodate by use of the ciliary muscle, which 
compresses the vitreous, forcing the lens forward 
while at the same time the aqueous accumulates at 
the periphery of the anterior chamber, lightly 
pressing the iris backward. All accommodation 
ceases when the posterior segment of the eye is 
opened. In lizards the mechanism is much the same 
except that there is a circular muscle at the base of 
the iris which actively compresses the lens as it 
moves forward. In birds there is a further factor in 
the pecten, composed of erectile tissue, which ex- 
tends into the vitreous and probably acts by increas- 
ing pressure in that body. In seals, there is no ac- 
commodation after the iris is divided. 

In his original article, Helmholtz suggested only 
that accommodation might be explained by his 
theory. The lens is not a homogeneous mass, but 
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has a definite cortex and nucleus, and the zonule is 
not a membrane, but a system of cords. It is almost 
unthinkable that the lens could be under a constant 
tension when at rest. Von Pflugh conducted experi- 
ments on eyes rapidly frozen with carbon dioxide 
snow while at rest and during accommodation. In 
spite of Hess’ denial, the photomicrographs seem to 
show that both the anterior and posterior central 
portions of the lens bulge outward during accommo- 
dation, whereas during rest the lens is more nearly 
spherical. 

The phenomenon of sinking or shaking of the lens 
during strong accommodative effort is explained 
by the thickening of the ciliary muscle during this 
act with consequent relaxation of the supporting 
zonular fibers. However, the peripheral fibers of 
the zonule go from the anterior portion of the lens 
to the posterior portion of the ciliary muscle and from 
the posterior portion of the lens to the anterior por- 
tion of the ciliary muscle. Contraction of the 
muscle would thus obviously tend to thin the 
peripheral part of the lens. Human eyes placed in 
eserin solution after removal show strong traction 
on the choroid when sectioned. Experiments with 
subluxated lenses under myotics show that the 
lens is pushed away from the defect in the supporting 
fibers, which would be expected if the lens were 
pressed upon by the vitreous. 

In conclusion, the author states that accommoda- 
tion may be explained by the extrinsic theory and is 
probably the same in mammals as in birds. If in- 
herent elasticity of the lens is ever demonstrated, it 
may be fitted in to this theory, but its assumption is 
unnecessary. SAMUEL A. Durr, M.D. 


Pinkerton, F. J.: Leprosy of the Eye: An Analysis 
of the Records of 512 Cases of Leprosy in the 
Hawaiian Islands. Arch. Ophth., 1927, \vi, 42. 


Pinkerton gives a very detailed account of his 
experience with ocular leprosy in the Hawaiian 
Islands. On the basis of 512 cases he draws the 
following conclusions: 

1. Every patient suffering from leprosy will 
probably have some involvement of the eye sooner 
or later. 

2. The eye is more frequently attacked in the 
moderately advanced or advanced case, but the 
primary corneal changes may occur at any stage. 

3. Exudative iritis is probably the greatest single 
cause of blindness. 

4. Corneal changes secondary to invasion from 
nodules in the ciliary region and to exposure 
keratitis are next in importance in the causation of 
blindness. 

5. Facial fibrillation probably precedes orbicular 
paralysis in most cases. 

6. Dissection of nodules from the limbus should 
always be done since it gives hope of at least a tem- 
porary arrest of the process. 

7. Internal and external tarsorrhaphy is a distinct 
aid in the conservation of the cornea. 

8. Atropine in the early iritis is imperative. 


9. Cocaine instilled into the conjunctival sac is 
unsatisfactory as an anesthetic in leprosy. 
10. Leprous patients seem to be immune to the 
ordinary pus-producing organisms. 
Leste L. McCoy, M.D. 


Doherty, W. B.: Melanosis Oculi, with Microscopic 
Findings. Am. J. Ophth., 1927, 3s. x, 1. 


Four cases of melanosis oculi are reported. In 
one, an anatomical study was made. This condition 
occurs in various races and in blondes as well as 
brunettes. As melanosarcoma developed in 29 per 
cent of reported cases of melanosis bulbi, growing 
melanotic spots with a well-developed blood supply 
should be removed. One patient, a negro, had 
melanotic spots on the right side of the face and a 
melanotic right eye. He complained of gradual 
diminution of vision and pain in the right eye. 
The conjunctiva showed islets of pigmentation, spots 
could be seen at the limbus through the conjunctiva, 
and there was a staphyloma at the nasal limbus. 
The tension of the eyeball was 57. The appearance 
of the cornea and iris was characteristic of glau- 
coma. 

Upon enucleation, the vitreous was found to be 
liquid and of an inky black color. Microscopically 
the limbus was deeply pigmented ‘The endothelial 
layer showed pigment granules and red cells ad- 
hering to it. The spaces of Fontana and the canal of 
Schlemm were completely filled with pigment. The 
ciliary muscle and processes were heavily pig- 
mented. The posterior capsule of the lens was cov- 
ered with a cyclitic membrane in which were leuco- 
cytes containing pigment. The choroid was so 
densely pigmented that its structure could not be 
seen, and the sclera showed irregular patches be- 
tween its fibers. SamueEt A. Durr, M.D. 


Lane, L. A.: Radium in Ophthalmology: A Further 
Study, Experimental and Clinical. J. Am. M. 
Ass., 1927, Ixxxviii,232. 


The author urges the more general use of radium 
and the X-rays in the treatment of intractable lesions 
of the eye such as glioma, corneal opacities, tuber- 
culous keratitis, keratoconus, trachoma, etc., and a 
more careful reporting of cases in which radium is 
used. In this way accurate scientific information 
can be gathered as to the best methods of using 
radium and the status of radium in ophthalmic 
therapeutics. The following outline for uniform data 
in radium therapeutics is given: (1) a careful 
description and diagnosis of the lesion treated, (2) 
exact data as to the amount of radium used, (3) a 
statement as to whether radium element or radium 
emanation was employed, (4) the type of container 
of the radium and its thickness (plaque, steel needle, 
silver capsule, platinum needle, etc.), (5) the kind 
and thickness of filters used, (6) the duration of the 
exposure, (7) the intervals at which the exposure 
was repeated, (8) the distance at which it was 
applied, (9) where and how it was applied, and (10) 
the total dosage used. 
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In her year of experimental study Lane paid par- 
ticular attention to dosage, screening, immediate 
and remote clinical changes, the effect of radium on 
the intra-ocular tension, and histological changes. 
Her experiments were performed on rabbits. The 
findings in silver tube experiments may be sum- 
marized as follows: 

There were no permanent injurious manifestations 
clearly due to radium alone from 15- to 25-mc. silver 
tubes screened with 1 mm. of rubber and used for 
ten minutes once a week at a distance of 2 mm. 

Doses of 50 and 100 mc. used under similar con- 
ditions except as to time and interval were followed 
by more or less reaction and by changes in the lids, 
conjunctiva, cornea, and fundus. Histological 
changes were present in the cornea, iris, retina, and 
nerve, but somewhat similar changes were seen in 
the retina and nerve of the unirradiated eye. 

Following the administration of 150- and 200-mc. 
doses there was tendency toward delayed and mod- 
erately severe reactions. The lids, cornea, iris, and 
fundus structures showed clinical and histological 
changes. 

Well-defined cataracts occurred in the irradiated 
and unirradiated eyes of Rabbits 1 and 6. The con- 
dition of these rabbits was poor. Each had snuffles 
and showed changes in the blood. Each was eccen- 
tric in its selection of food. Each, when the general 
condition improved and the diet was changed, 
showed marked lessening of the lens opacities. 

An increase of tension followed every application 
and was more pronounced after the larger doses. 
Eventually the tension returned to the normal 
starting level. 

Controls for Rabbits 1 and 6, watched over a 
period of five months, showed no evidence of cata- 
ract formation. 

Clinically and histologically there was evidence 
that silver screening which admits considerable 
beta radiation is injurious to the rabbit eye. 

The author concludes from these findings that 
in the treatment of conditions of the human eye 
silver tubes have a limited place. 

Following experiments, every rabbit in the series 
showed definite changes in the cornea, varying 
from a mild punctate keratitis to an. ulcerative 
keratitis ending in more or less corneal opacity. 

In all of the rabbits given higher doses there were 
definite permanent changes in the lids, conjunctiva, 
cornea, iris, ciliary body, retina, and nerve. 

A marked increase in tension occurred in the 
irradiated eye and some corresponding increase in 
the unirradiated eye of each rabbit. 

Except following the 15-mc. dose, the changes 
were so definitely of an injurious nature that, in the 
author’s opinion, the use of radium in bare tubes 
does not seem justifiable in the human eye except 
under the most exceptional circumstances. 

With regard to gamma radiation with gold-plat- 
inum tubes Lane reports that the reactions were very 
slight in rabbits of this series as compared with 
those in rabbits in the silver and bare tube series. 
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There was no permanent lid or conjunctival change 
in any rabbit. Only two rabbits showed any perma- 
nent change in the cornea. 

There were no lens changes in any rabbit of the 
series. 

Following the 100-, 150-, and 200-mc. applications 
the changes in the iris were slight and were confined 
to a few small areas showing some thickening of 
the vessel walls and slight pigmentary degeneration. 

Of the changes in the retina and nerve Lane finds 
it more difficult to speak with certainty since the 
unirradiated eyes presented similar changes. 

The tension was elevated slightly in every in- 
stance except one. At no time were the rises as 
high as in the silver tube and bare tube series. 

As far as injury to the eye tissue is concerned, it 
can be stated positively that the gamma radiation in 
the platinum-gold tube series of experiments was 
followed by less change than was found in the bare 
tube or silver tube experiments. 

The author’s final conclusions are the following: 

1. Exact data as to dosage method of application 
and type of lesion treated are essential if radium 
therapy in the field of ophthalmology is to progress. 

2. Experimental data from a series of six experi- 
ments in which silver tubes with varying strengths 
of radium were used show definite change and 
injury to the rabbit eye except following the use of 
15- and 25-mc. doses. 

3. The effect of unscreened bare tubes on the 
rabbit eye is decidedly caustic and injurious. 

4. Heavily screened gamma radiation with 
platinum tubes appears to cause little injury to the 
eye tissues except in the larger amounts. 

5. Of a series of twenty-three rabbits treated 
with different amounts of radium, the tension was 
found to be increased in all but one. 

6. There is evidence of delayed reaction and re- 
mote effects of radium, particularly after the use of 
larger amounts. 

7. Radium appears to be of considerable value in 
conditions about the lids, conjunctiva, and cornea, 
and of some value in the deeper parts of the eye. 

8. Experience in treating patients has shown that 


in most conditions the best results are obtained with .— 


gamma radiation in comparatively small amounts 
over an extended period of time. 
Lesure L. McCoy, M.D. 


Schwartz, F.O.: Melanosarcoma of the Choroid, 
Sympathetic Ophthalmia, and Retrobulbar 
Neuritis. Am. J. Ophth., 1927, 3s. x, 35. 


A man of 38 years suffered an attack of what ap- 
peared to be acute inflammatory glaucoma of the 
right eye. Under myotics, this cleared up to some 
extent in that the tension of the eye became normal, 
but clinically the eye remained violently inflamed 
and there was a small mass of yellowish material 
which blocked the pupil, obscuring the fundus. 
One month later there was photophobia with 
lachrymation, and signs of an iridocyclitis in the 
left eye. A diagnosis of sympathetic ophthalmia was 
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made and the right eye enucleated at once. On 
pathological examination it was discovered that the 
right eye contained a necrotic choroidal sarcoma. 

The vision in the left eye failed to improve, and 
there was no clinical improvement. As the tonsils 
contained pus, they were removed. Following the 
tonsillectomy the condition of the left eye improved 
somewhat, but vision fluctuated daily. Following 
drainage of the sphenoids and ethmoids there was 
a very rapid and striking improvement in the left 
eye. Six weeks later, vision with myopic correction 
was 20/15. 

It is believed that toxins from the tumor caused a 
reaction in the uveal tract of the sympathogenic eye, 
producing an inflammatory exudate, and were re- 
sponsible also for a sympathetic inflammation of the 
other eye. The enucleated eye showed, in the 
choroid, proliferation of chromatophores, infiltrating 
plasma cells, lymphocytes, epithelioid cells, and giant 
cells. SamuE- A. Durr, M.D. 


Verhoeff, F. H.: An Effective Treatment for Sym- 
pathetic Uveitis. Arch. Ophth., 1927, \vi, 28. 


Verhoeff reports his results from a new treatment 
for sympathetic ophthalmia. The considerations 
which led him to employ it were the following: 

1. Horses are not subject to sympathetic uveitis; 
hence their serum might be antagonistic to the 
disease. 

2. The serum of a horse immunized to diphtheria 
toxin probably contains enhanced non-specific fac- 
tors of immunity. 

3. It is remotely possible that the antitoxin itself 
might be antagonistic to the disease. 

4. The serum might act as an antianaphylactic 
if the anaphylactic theory of the disease is true. 

Before attempting to draw any conclusions as to 
the value of the treatment it is important to be as 
sure as possible of the diagnosis in each case. In 
Verhoefi’s cases the exciting eye is removed only if 
it is so badly injured that there is no reasonable 
chance for the recovery of useful vision. The pa- 
tient is tested for hypersensitiveness to antitoxin by 
the injection of one drop intradermally. If there is 
no reaction in thirty minutes, the test is negative. 
If it is negative, 20,000 units of diphtheria antitoxin 
are heated to body temperature and injected sub- 
cutaneously or intramuscularly, preferably in the 
buttocks. If the test is positive, the patient is 
desensitized by the injection of the antitoxin at 
intervals of fifteen minutes in divided doses. In the 
cases of children the dose is reduced in proportion to 
the body weight; the same dose is then given daily 
for one week. 

If the case is an early one and the ocular conges- 
tion has subsided, the injections are discontinued 
for one week and then given at weekly intervals for 
two or three weeks. If the case is an advanced one, 
the injections are continued until marked improve- 
ment has taken place or the patient shows severe 
symptoms of anaphylaxis, when they are then given 
at weekly intervals each time in divided doses. In 


cases with marked congestion, sodium salicylate is 
given in increasing doses, but not to the limit of 
toleration. Locally, atropine is employed in the 
usual way. If the pupil does not dilate fully or there 
is an increase in tension, daily subconjunctival 
injections of adrenalin are given. If the tension re- 
mains over 28 mm. (Souter), iridectomy is done as 
soon as the condition of the eye will permit. If there 
is a pupillary membrane which reduces the vision 
too greatly and the eye has remained quiet for three 
months or longer, the lens is removed, the patient 
being kept under the influence of antitoxin by daily 
injections before and after the operation. 
Leste L. McCoy, M.D. 


Abramowicz, I.: On Bitemporal Contraction of the 
Visual Field in Pregnancy. Brit. J. Ophth., 1927, 
ii, 17. 

Abramowicz enumerates the diseases of the eye 
occurring in pregnancy and gives their incidence 
as reported by several investigators. He states that 
up to the present time no constant changes in the 
visual apparatus in connection with normal preg- 
nancy, such as those found in the hypophysis, supra- 
renal, and thyroid glands, have been noted. 

In 1900, Bosse reported that 75 per cent of women 
have some disorder of the optic nerve during normal 
pregnancy. This observation was not confirmed by 
other investigators. 

Abramowicz gives a historical review of bitemporal 
contraction of the visual field in pregnancy and 
describes his treatment in detail. From the results 
of his investigations he draws the following con- 
clusions: 

1. The method of clinical investigation of the 
visual field in use today, being a subjective method, 
is affected by numerous physical defects and errors 
(illumination, color tests, the contrast, and the size of 
the object), which must be taken into account in 
the interpretation of the results. 

2. In 6 per cent of cases of normal pregnancy 
there occurs in the last month a slight temporal 
contraction of the visual field. This may be caused 
by hypertrophy of the pituitary body. 

3. On the tenth day after delivery the visual field - 
returns to its normal state. 

4. In the cases studied no relation between the 
appearance and extent of the field contractions and 
the strength of the labor pains was evident. 

L. McCoy, M.D. 


Ormond, A. W.: Four Cases of Disk-Like Degenera- 
tion of the Macula Lutea. Guy’s Hosp. Rep., 
Lond., 1927, Ixxvii, 16. 


The author has carried out investigations of con- 
ditions of ocular defect in which gross changes 
occur at the macula while the rest of the fundus re- 
mains practically unchanged. Cases of these con- 
ditions have been classified for the most part as cases 
of macular disease, but there is a question whether 
the cause is primarily in the macula. The condition 
is probably secondary to systemic troubles. 
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The disease is not limited to any age. The author’s 
patients were all males whose average age was 70 
years. 

In all of his cases both eyes were involved, but the 
ophthalmoscopic appearances differed quite marked- 
ly in the two eyes. Ormond describes in detail 
seven eyes in four patients. His article contains six 
very fine colored illustrations. He attributes the 
changes to a thrombotic condition of the capillaries 
in the outer reticular layers of the retina. In chronic 
conditions a serous exudate is found, but in rapid or 
acute changes hemorrhages take the place of the 
exudation. In time, solidification and contraction 
of the mass results, but not before definite fibroid 
changes have been produced. This theory »xplains 
the fact that the condition occurs in elderly persons 
who, for the most part, seem to be healthy for their 
age and do not show any definite signs of arterio- 
sclerotic change in the retinal vessels. 

In most of the cases recorded the findings were 
similar, viz., failure of central vision, a tumor-like 
formation with the retinal vessels running over it, 
white areas, pigmentation, and subhyaloid and ret- 
inal hemorrhages. It is evident that the layer of 
rods and cones may be disturbed quite early since 
distortion of objects seems to be the first defect 
noticed by the patient. In some cases vision is not 
noticeably decreased although the ophthalmoscopic 
signs are definite. 

The pathology rests on senile failure of the capil- 
lary circulation in the retina. The amount of exuda- 
tion depends upon whether the arterioles or venules 
were first or mainly involved. The disturbance of 
vision depends upon the particular layer of the 
retina involved. Disturbance of the rods and cones 
causes the greatest disturbance in vision. 

There is no marked exudation in these cases, but 
as Parsons points out, the capillaries have no corre- 
sponding veins and they afford an indirect anastomo- 
sis between the choroidal and the retinal vascular 
systems; consequently a local atropic condition is 
represented by the white disk, the failure of vision, 
and absence of marked exudative changes. 

L. McCoy, M.D. 


Halbertsma, K. T. A.: A Crater-Like Hole and 


Coloboma of the Disk Associated with Changes 
at the Macula. Brit. J. Ophth., 1927, ii, 11. 


The author reports a case in which there were 
alterations in the visual acuity and perception of 
color and visual fields due to hole in the disk. This is 
a very rare congenital anomaly and very rarely 
associated with any other congenital defect. Most 
ophthalmologists do not consider that a hole at the 
disk gives rise to symptoms, attributing any altera- 
tion in the visual field or color perception in such 
cases to other defects. Halbertsma gives a detailed 
description oi his case with field charts and a colored 
diagram of the disk and surrounding area and a more 
or less detailed account of the theories and findings 
of those who have reported similar cases. 

L. McCoy, M.D. 


EAR 


Ulrich, K.: Injuries of the Ear in Basal Skull 
Fractures: A Histological and Clinical Study: 
(Verletzungen des Gehoerorgans bei Schaedelbasis- 
frakturen). Acta oto-laryngol., Sup., 1926, vi, 1. 


Ulrich’s purpose in this histological and clinical 
study was to explain on a scientific basis the numer- 
ous peace-time ear injuries which resemble those 
sustained during war. There has been, and still is, 
a great deal of difficulty in correlating the amount of 
functional disturbance with the injury sustained. 
The author has attempted to determine the relation- 
ship between the type and severity of the skull 
injury and the amount of disturbance of function. 

The first part of Ulrich’s report deals with frac- 
tures of the temporal bone without injury of the 
labyrinthine capsule. In eighteen cases which came 
to autopsy the petrous portion of the temporal bone 
was studied histologically. The autopsy protocols 
and descriptions of the serial sections are given. 
The findings are summarized as follows: 

Lesions of the internal ear may result from basal 
skull fractures without fracture of the petrous por- 
tion of the temporal bone. The farther the trauma 
from the ear, the less severe the lesion in the region 
of the ear. In no case in which the temporal bone 
was not itself fractured could a lesion of the internal 
ear be demonstrated. 

In the clinical part of this section of the report 
forty-five cases in which functional tests were 
carried out are reported in detail. The observations 
demonstrate that in longitudinal fractures of the 
petrous portion of the temporal bone the prognosis 
as to function is usually good. There is no such 
condition as commotio labyrinthi in the old clinical 
sense of the term. 

In the second part of this report the author dis- 
cusses fractures of the temporal bone with injury 
to the labyrinthine capsule. ‘The microscopically 
studied cases are reported first— three seen by the 
author and sixteen reported by others. ‘The autopsy 
protocols ‘and detailed descriptions of the micro- 
scopic findings are given. ‘These indicate that 
fracture of the labyrinth capsule in basal skull frac- 
tures depends, not upon the force of the trauma, but 
upon the direction of the fracture, which in turn de- 
pends upon some unknown static condition. A vari- 
ation in the pressure of the perilymph alone cannot 
cause rupture of the membrane in the round window. 
There is no known record of a microscopically studied 
case of transverse fracture of the pyramid bone with 
labyrinthine destruction in which a rupture of the 
tympanic membrane was demonstrated. 

In the clinical section of this part of the report 
the author discusses the diagnosis of labyrinthine 
fracture on the basis of twelve cases. The case his- 
tories are given in detail. He discusses the functional 
tests, difficulties in the differential diagnosis between 
longitudinal and transverse fractures of the petrous 
portion of the temporal bone, and the prognosis. 
The occurrence of bleeding from the auditory canal 
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strongly suggests the absence of a labyrinthine 
fracture. Fracture of the labyrinth is always fol- 
lowed by a loss of function of the cochlea and 
vestibule. A transverse fracture of the petrous por- 
tion of the temporal bone with opening into the in- 
ternal ear is much more dangerous to life than a 
longitudinal fracture without involvement of the 
capsule of the labyrinth. 

Ulrich discusses the work of Uffenorde with re- 
gard to the histological findings in the petrous por- 
tion of the temporal bone in gunshot wounds of the 
skull and their relation to concussion deafness. 
From his investigations on the action of force at a 
distance on the tympanic membrane, rupture of 
the tympanic membrane, and labyrinthine con- 
cussion, Uffenorde came to the same conclusion as 
Ulrich, that the chief difference between war and 
peace-time injuries of the petrous portion of the 
temporal bone by blunt force is one of function. 

For the treatment of basal fractures of the skull, 
Ulrich recommends measures based on the same 
conservative principles as those advocated by 
Uffenorde. 

The report is supplemented by reproductions of 
microscopic sections and numerous references to the 
literature. Gervacu (Z). 


Sears, W. H.: The Gradenigo Syndrome, with the 
Report of Three Cases. Laryngoscope, 1927, 
XXXVii, 32. 


The author describes the Gradenigo syndrome and 
discusses in detail its etiology, symptoms, and patho- 
logical basis. Three new cases illustrating the typical 
triad are reported. 

The classical case is characterized by acute sup- 
purative otitis media, severe temporoparietal pains, 
and functional disturbance of the external rectus of 
the same side. In about half of the cases, accessory 
symptoms are produced by involvement of the 
trigeminal and oculomotor nerves or the meninges. 
The usual complications of otitis media may arise. 
Recovery from the sixth nerve paralysis is prolonged 
but usually complete. 

The discussion of the pathological changes pro- 
ducing the paralysis of the abducens is comprehen- 
sive. Gradenigo’s original contention was that the 
sixth nerve is affected at the apex of the pyramid 
close to its passage into the dura mater by the 
spread of the infection through the peritubal air 
cells and the carotid canal. ‘‘We have to deal with 
a circumscribed osteitis at the pyramidal apex, and 
eventually with a corresponding pachymeningitis.” 
Paralysis of the abducens may be caused also by 
extradural abscesses occurring on the roof of the 
pyramid, by sinus thrombosis, and by a diffuse 
osteomyelitis of the covering of the air chambers 
of the temporal bone. Dorello states that the in- 
fection is transmitted by venous channels to the 
inferior petrosal sinus. Resultant oedema compresses 
the sixth nerve in Dorello’s canal. Other authors 
mention serous meningitis, oedema of the brain, 
cedema of the petrous tip, and extension of the 


inflammatory process to the superior or inferior 
petrosal sinus. W. M. Paton, M.D. 


McNally, W. J.: Puncture of the Round Window 
Membrane: Experiments on the Saccus Endo- 
lymphaticus in the Rabbit. Arch. Otolaryngol., 
1927, V, 30. 

The experiments reported in this article were 
carried out in an attempt to localize the labyrin- 
thine tonic influence to some particular part of the 
labyrinth. It has been shown by Magnus and 
de Kleijn that the diminution of tonus following 
unilateral labyrinthectomy is composed of two 
factors: the one permanent, a tonic-neck influence; 
the other a passing influence of labyrinthine origin 
which is still present after the turning ot the head is 
corrected. Arndts found that a diminution of tonus 
occurred in the homolateral limbs following punc- 
ture of the membrane of one of the round windows. 

A series of experiments were carried out in which 
the round window membrane was punctured with- 
out any direct injury to the membranous labyrinth 
and histological investigations were made. 

The only symptom which appeared in all cases 
after puncture of the round window membrane was 
a diminution of the tonus of the homolateral limbs. 
In the histological investigations it was impossible 
to discover any injury to the macula or cristae that 
would explain the diminution of tonus following the 
removal of the perilymphatic fluid. 

These facts led to the belief that the diminution 
might be brought about by the influence of some 
outlying part of the labyrinth. Accordingly, in- 
vestigations were made to determine the part played 
by the saccus endolymphaticus in the production 
of the tonus diminution in the limbs. 

In an experiment in which the saccus endolym- 
phaticus of a decerebrate rabbit was subjected to 
pressure and probing on each side the results were 
negative. 

Three series of experiments were then attempted: 
(1) incision of the medial wall of the saccus endo- 
lymphaticus; (2) the application of continuous pres- 
sure over the saccus; and (3) cauterization of the 
saccus. 

The most constant result of these experiments 
was a diminution of tonus in the homolateral limbs. 

In the last group of experiments, the diminution 
appeared after twenty-four hours in the majority of 
cases, in contrast to its appearance in a period of 
six hours after the puncture of the round window 
membrane. 

The late appearance of the diminution of tonus 
would indicate that this phenomenon is not brought 
about by interference with a possible receptor or- 
gan situated in the saccus endolymphaticus. 

H. L. M.D. 


Alden, A. M.: Mastoid Infections in Infants. Arch. 
Otolaryngol., 1927, V, 39- 


Alden dismisses the classical syndrome of mas- 
toiditis in infants as an easily recognized picture 
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and dwells on the so-called hemorrhagic type. The 
latter is easily missed, partly because of the mis- 
leading gastro-intestinal symptoms and partly be- 
cause of the paucity of otological signs. A slight 
change in the color of the membrana and a distinct 
downward sag of the superior canal wall just external 
to the annulus may be the only significant findings. 
It is suggested that the difference between hemor- 
rhagic mastoiditis and the coalescent type is due to 
the character of the invading organism. The gastro- 
intestinal symptoms result from the massive ab- 
sorption of toxins. W. M. Paton, M.D. 


NOSE AND SINUSES 


Hirsch, O.: The Catarrhal Inflammation of the 
Nasal Accessory Sinuses and Its Diagnosis. 
Laryngoscope, 1927, XXXvii, I. 

Catarrhal inflammations of the nasal accessory 
sinuses are clinically, macroscopically, and usually 
histologically, inflammations of a special type. 

The author reports the findings in fifteen cases of 
recurring nasal polyps with negative washings of 
the antra which were operated upon. The chronic 
form of catarrhal antral inflammation was found in 
all cases of recurring nasal polyps. In two, there 
was a Catarrhal inflammation of other cavities in 
addition to the antrum. 

Chronic antral inflammation appears in two 
forms: one which appears on the antral walls as 
oedematous ridges filling up the cavity completely, 
and another in which the antral mucosa is drawn 
out into a cord. 

Histologically, the catarrhal antral inflammation 
is characterized by marked cedema and the separa- 
tion of strands of connective tissue as in polyps. 

All recurring nasal polyps are a sign of catarrhal 
inflammation of the accessory sinuses. Other signs 
are a serous discharge from the needle on puncture, 
the spontaneous discharge of serous fluid from the 
nose, a shadow in the antrum in the X-ray picture, 
and, most important, serous coryza. Most cases of 
vasomotor rhinitis are caused by catarrhal inflam- 
mation of the accessory sinuses. 

In a few cases the nasal polypi subsided after the 
removal of chronic catarrhal antral mucosa. 

H. L. Witiams, M.D. 


Cone, A. J.: The Relationship of Acute and 
Chronic Paranasal Sinus Disease to Systemic 
Conditions in Infants and Young Children. 
Laryngoscope, 1927, XXxvii, 19. 

The author illustrates the very striking relation- 
ship that exists between paranasal sinus disease in 
young children and a widely diverse group of sys- 
temic conditions. He suggests that the exciting 
cause may be found in the upper respiratory tract. 

A group of eleven cases of systemic disease in 
children under 11 years of age were carefully studied 
from the rhinolaryngological standpoint. The con- 
ditions included arthritis, eczema, asthma, chorea, 
bronchiectasis, malnutrition, anhydremia, nephritis, 
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nephrosis, pyelitis, chronic ulcerative colitis, head- 
ache, and diabetes. These groups are discussed in 
detail. In many cases, the clinical course of the 
systemic disease was favorably influenced by the 
conservative or radical treatment of the co-existing 
paranasal sinus disease, and in some a complete 
cure resulted. 

The author’s method of treating sinusitis in young 
children is of special interest to rhinologists. He finds 
the nasopharyngoscope a very valuable diagnostic 
aid. With Dean, he regards roentgenograms as 
anatomical and not true pathological indicators. 

W. M. Paton, M.D. 


Spielberg, W.: The Intranasal Ethmoid and 
Frontal Sinus Operation; Technique; Report 
of Cases. Laryngoscope, 1927, xxxvii, 79. 

The author believes that the intranasal ethmoid 
and frontal sinus operations of Hallé is the operation 
of choice and, with slight modifications, is to be pre- 
ferred to all other methods in use at the present time. 
He reports twenty cases in which it was performed. 
The technique is as follows: 

A ro per cent cocaine solution is applied to the 
mucosa and a o.§ per cent solution of novocain 
then injected. The middle turbinate is pushed out 
of the way against the septum. Two incisions are 
made—one beneath and horizontal to the middle 
turbinate and the other 4 in. below the first one. 
The ethmoid cells are opened with a sharp punch 
forceps followed by a small sharp curette. The 
anterior and preturbinal area is exposed by the 
formation of a mucoperiosteal flap by an incision 
from the head of the middle turbinate upward to the 
roof of the nose, another incision made from this 
incision along the outer wall as far as the piriform 
aperture, and a third incision made from the second 
to the head of the middle turbinate. The flap is 
elevated and reflected downward, and agger nasi 
cells are chiseled away. The opening is then en- 
larged into the frontal sinus, the floor being removed 
and the work being done in a postero-anterior di- 
rection with a curette or an electric burr. The 
mucosa lining the frontal sinus is then curetted, and 
the flap replaced and fixed in position by an iodo- 
form gauze pack. 

On the third day after the operation the pack is 
removed and repeated irrigations are given. 

This operation preserves the middle turbinate 
bone and leaves the nasal mucosa in as normal a 
state as possible. In other methods the middle 
turbinate is sacrificed in whole or in part and a 
good deal of the surrounding normal nasal mucosa is 
destroyed. 

Injury to the cribriform plate, anterior cranial 
fossa, and olfactory nerve filaments is practically 
impossible. 

By the formation of the mucoperidsteal flap and 
preservation of the middle turbinate, postoperative 
scarring, dryness, and crust formation and a long 
drawn-out course of postoperative treatment are 
avoided. 
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So little damage is done the nasal structures that 
it is sometimes difficult to tell that an operation has 
been performed. 

The operation opens up a route to the frontal 
sinus and establishes sufficient drainage without 
danger of the postoperative complications which so 
frequently result from intranasal surgery. 

The intranasal frontal sinus operation should 
always be done first before the external operation is 
attempted as in the majority of cases it will result in 
a cure. Manrorp R. Wattz, M.D. 


MOUTH 


Pickerill, H. P.: Excision and Restoration of the 
Upper Lip. Brit. J. Surg., 1927, xiv, 5306. 


Pickerill reports the results of an operation he 
performed to replace an upper lip which had been 
removed for the cure of a large papillomatous 
growth. The operation was done in two stages. 

The first stage consisted in the formation of the 
new lip from two flaps, one from the chest for the 
inner surface, and one from the scalp for the outer 
surface. The scalp flap was superimposed on the 
chest flap and united to it, and the flap thus formed 
allowed to lie alongside of the left ear for a fort- 
night. ‘The lower end was then divided, swung 
across, and inserted in the prepared bed on the 
right and upper borders of the excision wound. 

In the next stage of the operation the graft was 
divided and the proximal end inserted into the left 
side of the excision wound. The scalp tube was 
then opened out and replaced. 

The patient was able to grow a mustache as the 
outer surface of the new lip was the tissue from the 
scalp. Martuew N. Feperspret, M.D. 


Fish, E. W.: The Lymph Supply of the Dentine 
and Enamel. Proc. Roy. Soc. Med., Lond., 1927, 
XX, 325. 

A study of the lymph supply of the dentine and 
enamel was made by the introduction of solid 
methylene blue into the exposed tooth pulp of an 
anwsthetized dog. At the end of twenty-four hours 
the dog was killed and the ground sections were 
made. The dyed lymph could be traced along the 
tubules. The tubules occasionally bifurcate and the 
terminal branches freely anastomose to form the 
marginal lymph plexus. As the marginal lymph 
plexus is arranged longitudinally, the lymph may 
travel up or down the tooth and may return to the 
— at some other level where the lymph pressure 
is less. 

Tubules carrying the dyed lymph are seen to leave 
the lymph plexus, cross the narrow intervening 
dentine to the base of the enamel prism sheath, and 
pass along this sheath to within a few micra of the 
surface. In a,similar way there was found to be a 
path of exchange in the root portion of the tooth 
between the lymph of the dentine and that of the 
cementum. W. Freeman, D.D S. 


Johnson, F. M.: Certain Benign Tumors of the 
Oral Cavity. Am. J. Roentgenol., 1927, xvii, 93. 

The importance of benign tumors of the oral 
cavity depends not so much on their accurate 
recognition as on a true appreciation of their future 
evolution. Practically all innocent neoplasms are 
represented in the mouth. Many of them grow 
continuously and their development ends only with 
the life of the host; nevertheless there are excep- 
tions, many instances of limitation of the growth 
period and even spontaneous cures being known. 
Upon occasion, they are subjected to influences 
that materially modify their behavior. Thus an 
inflammatory reaction within them may result in 
partial or complete regression. At times, as the 
result of the effect of an unknown stimulus, a 
quiescent tumor may adopt a rate of growth which 
closely simulates that of a malignant process. On 
the other hand, an innocent lesion may not only 
enlarge rapidly but actually change in nature, be- 
coming definitely malignant and finally producing 
metastases and death. 

The tumors given special consideration are pa- 
pillomata, angiomata, fibromata, epulis, and mixed 
tumors. Papillomata, more than the others, tend 
to undergo malignant transformation. The various 
types encountered are described and their most 
common locations indicated. Simple papilloma re- 
sponds well to radium and is cured by any measure 
that effects complete excision or destruction. 

Angiomata are of frequent occurrence in the 
buccal cavity, and both blood and lymph vessels 
enter into their structure. They are of congenital 
or very early formation, and usually have a limited 
growth capacity. However, simple angiomata are 
potentially malignant metastasizing endothelio- 
mata. Whether small stationary angiomata should 
receive attention at all depends upon circumstances. 
When they become active and grow, prompt treat- 
ment is necessary. If excision is decided upon, the 
lesion should be cut out, not cut into. Fulguration, 
cauterization, and radium all have their advocates 
and have all yielded cures. A detailed history of a 
case treated successfully with radium is given. 

Fibromata are encountered very occasionally in 
the mouth cavity. Their life history is that of a slowly 
developing tumor which, after they have reached 
a certain size, may remain stationary because of 
mechanical interference with their blood supply. 
When a fibroma is found in close association with 
mucous membrane, the growth stimulus is probably 
a catarrhal inflammation. The large fibromata 
which arise from the periosteum of the jaws seem 
to be dependent upon chronic trauma such as that 
produced by a poorly fitting denture. 

Epulis is comparatively common. Ordinarily it 
is a connective tissue growth springing from the 
submucous tissue or alveolar periosteum. It is a 
borderline lesion lying midway between inflamma- 
tion and neoplasm, and is encountered very fre- 
quently in young adults. Its growth is in many in- 
stances dependent upon local causes such as the 
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irritation of a diseased tooth or the presence of a 
broken root. Trauma has been known to increase 
its rate of development. Two distinct types are 
recognized, the fibrous and the giant cell. Irradia- 
tion treatment is contra-indicated. The end-result 
is good if the tumor is excised and the base cauter- 
ized. 

Occasionally there is found in the mouth a mixed 
tumor which, although not innocent in the strict 
sense of the word, nevertheless for a considerable 
time lacks many of the aggressive features that 
characterize a malignant neoplasm. It has been 
described under different names, depending upon 
variations in its structure. In addition to the epi- 
thelium, which resembles the basal cells of the 
epidermis, and which may be derived from branchial 
remnants or misplaced salivary tissue, mesodermal 
tissue in the form of cartilage, mucous tissue, and 
connective tissue are characteristically present in 
varying amounts. Such a tumor is found most fre- 
quently in the tissues of the palate. It is a quiescent 
growth and may exist unrecognized by the patient 
for a long period because it causes no symptoms 
other than mechanical annoyance. After remaining 
stationary for a considerable length of time—usually 
for several years —it may grow rapidly and pene- 
trate its capsule. Successful surgical treatment de- 
pends upon an intact limiting capsule. In radium 
therapy the probable structure of the tumor should 
be considered. The interstitial use of filtered or 
unfiltered emanaticn causes the disappearance of 
the epithelium and controls the growth tendency, 
but influences the mesoblastic tissue to a much less 
degree. The end-result is an inert, shrunken, firm 
mass. If this is objectionable it may be excised 
later with greater safety. The more cellular the 
lesion, the better the radiation response. 

Hartunc, M.D. 


PHARYNX 


Jones, E. L.: Torula Infection of the Nasopharynx. 
South. M.J., 1927, Xx, 120. 

‘The author reports a case of torula infection which 
caused a destructive lesion of the palate and naso- 
pharynx and was arrested by X-ray treatment. 

Torula lesions are very rare, occur most commonly 
in the central nervous system, and are preceded by 
infection in the nose and throat. The yeast must 
be differentiated from oidiomycetes and coccidioides 
by cultural studies, and the lesion from the gross 
lesions of syphilis, tuberculosis, and carcinoma by 
biopsy. Manrorp R. Wattz, M.D. 


NECK 


Owen, H. R., and Ingelby, H.: Carcinoma of the 
Thyroglossal Duct. Ann. Surg., 1927, Ixxxv, 132. 
Owen and Ingelby report a case of carcinoma of 
the thyroglossal duct of three years’ duration in a 
woman 45 years of age. Recurrence of the tumor 
took place six months after its surgical removal. 
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On the basis of the characteristic fibrous tissue wall 
and the presence of lymphoid tissue and rudimentary 
thyroid tissue, the condition was first diagnosed as 
a bronchial or thyroglossal duct cyst. 

Microscopic examination of pieces of tissue re- 
moved at the second operation revealed a typical 
papillary adenocarcinoma. Merve R. Hoon, M.D. 


Murray, I.: The Thyroid Gland in the Full-Time 
Human Fetus and in the Newly Born Infant. 
Brit. M. J., 1927, i, 5. 

The thyroid gland of the full-time human fetus 
and of the newly born infant appears to be com- 
posed normally of small vesicles lined with cubical 
epithelium and filled with colloid which stains well. 

After death, vacuoles appear in the colloid and 
the latter ultimately disappears completely. The 
epithelial cells then become separated from the basal 
membrane. Eventually the vesicles become filled 
with desquamated cells and the gland presents a 
solid cellular appearance. 

No relationship was found between the condition 
of the thyroid in the full-time fetus and the develop- 
ment of the child as reckoned from the extent of 
ossification. Jacos S. Grove, M.D. 


Lynn-Thomas, Sir J.: Gleanings from the Story 
of the Thyroid Gland. Brit. M.J., 1927, i, 91. 

McCarrison, R.: An Experiment in Goiter Pre- 
vention. Bril. M.J., 1927, i, 94. 


Lynn-THomas gives a historical summary of 
Kocher’s work on diseases of the thyroid gland. In 
discussing the etiology of thyroid disease he states 
that, in addition to the iodine factor, a micro- 
organism is probably responsible. In many cases of 
goiter Rosenow has isolated an anaerobic Gram- 
positive diplobacillus-like organism. 

In a discussion of the technique of operation, sev- 
eral important details which facilitate the work are 
mentioned. Lynn-Thomas places the patient in the 
semirecumbent or anti-Trendelenburg position, by 
which the superficial veins of the neck are converted 
into empty flat tubes during normal respiration. 
Before beginning the operation he makes marks on 
the skin at right angles to the proposed incision at 
two or three points to serve as guides in the restora- 
tion of the skin and subcutaneous tissues to their 
normal position. He uses the Kocher collar incision. 
The sutures or clips and the drainage tube are re- 
moved within twenty-four hours after the operation 
to prevent scarring beyond a thread-like line. Only 
1 in. of suture is removed at a time. Apposition is 
secured by means of gauze strips !2 in. wide which 
are fixed with collodion crosswise to the collar 
incision. 

McCarrison reports that in Sanawar, Punjab, 
Northern India, goiter has been endemic since 
1848 and at times from 50 to 80 per cent of the 
school children have had true goiters. In a report 
on the causation of goiter at the Lawrence Royal 
Military School, Sanawar, made in 1914, it was 
claimed that the condition was due, not to a chemical 
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substance such as lime or magnesium, but to a living 
micro-organism in the drinking water. 

Following the recommendation made in this re- 
port, a new pipe-line water supply from the neigh- 
boring station of Kasauli was provided in 1918. 
Thereafter goiter began to decrease and has now 
disappeared. The new water supply has been found 
to be remarkably free from impurity and to contain 
only traces of magnesium and lime and no iodine. 

RayMonD GREEN, M.D. 


Geiger, H.: Anzemic Infarction of the Thyroid Fol- 
lowing Ligation of the Vessels for Basedow’s 
Disease (Ueber anaemische Infarktbildung der 
Schilddruese infolge Gefaessunterbindungen wegen 
Basedowischer Krankheit). Beitr. 2. klin. Chir., 
1920, cxxxvi, 758. 

This is the first reported case of anemic infarction 
of the thyroid following ligation of the four thyroid 
arteries in Basedow’s disease. The condition was 
demonstrated by autopsy. The patient, a woman 
29 years of age, had been using iodized salt in her 
food, and three weeks previous to her admission to 
the hospital took two iodine tablets because she 
noted that her neck was getting thicker. Four 
weeks after the onset of symptoms she was ad- 
mitted to the hospital with the complete syndrome of 
severe Basedow’s disease and a basal metabolism of 
56 per cent. 

Following roentgen irradiation of the gland there 
was clinical improvement, but when the patient 
became excited all of the symptoms recurred. Be- 
cause of the severity of the condition, only arterial 
ligation was attempted. The left superior and in- 
ferior arteries were ligated first and the right superior 
and inferior arteries a week later. During the second 
operation the patient became very much excited and 
could not be quieted. On the following day she died 
with all of the signs of a very severe thyrotoxicosis. 

Autopsy showed a beginning bronchopneumonia, 
a purulent hemorrhagic tracheobronchitis, septic 
swelling of the spleen, toxic oedema and cloudy swell- 
ing of the liver, kidneys, and heart, and swelling of 
the tonsils and of the follicles in the bowel and at 
the base of the tongue. The thymus weighed 19 gm. 
The thyroid was evenly enlarged and weighed 137 
gm. It was infiltrated with multiple irregular clay- 
colored areas surrounded by a narrow red margin, the 
typical picture of anemic infarcts. About one-fifth 
of the entire gland was necrotic. The necrosis 
affected chiefly the right side. The remaining 
glandular tissue was strikingly poor in colloid. 

Microscopic examination showed small, sharply 
circumscribed areas of apparently very early necro- 
sis without any cellular reaction in the surrounding 
tissues and larger areas of necrobiosis without sharp 
boundaries from the rest of the gland. In many 
places there was a leucocytic wall on the boundary 
between the large necrobiotic areas and the normal 
gland, and frtquently a hemorrhagic marginal zone 
was found, but never any foci of complete hemor- 
rhagic infarction. The rest of the gland tissue showed 


a good deal of desquamation. There was rather 
extensive cicatrization and connective tissue pro- 
liferation, probably caused by the roentgen irradia- 
tion. The cells of the proliferated connective tissue 
showed resorptive fatty degeneration. 

To explain such extensive necrosis following li- 
gation of the vessels in a case of Basedow goiter the 
author suggests that the previous roentgen irradia- 
tion may have caused changes in the collateral 
circulation by increasing the irritability of the 
nerves of the blood vessels. Grar (Z). 


Dupuy, H.: The Laryngeal Nerves: Their Relation 
to the Thyroid Gland. South. M. J., 1927, xx, 
15. 

The author recalls our indebtedness to such in- 
vestigators as Semon, Gerhardt, Rosenbach, Gra- 
bower, and Russel whose experimental work has 
established the following basic facts: 

1. Two sets of nerve fibers supply the inferior 
(recurrent) laryngeal nerves; one, the abductors 
(dilators of the glottis), the other, the adductor 
fibers (closers of the glottis). The former activate 
the respiratory function of the larynx. The latter 
are responsible for voice production. 

2. The terminal fibers, which supply the laryngeal 
muscles, number 680 for the adductors, and 281 for 
the abductors. Numerical distribution favors the 
laryngeal voice function. 

3. The bundle of abductor fibers occupies a cen- 
tral position in the nerve. 

4. The abductor fibers are more vulnerable to 
pressure, trauma, or morbid lesions of the nerve 
itself. 

5. The neuromuscular apparatus, which presides 
over the laryngeal function in respiration, is ap- 
parently of weaker construction than that con- 
cerned in the production of the voice. Abduction 
is more easily disturbed than adduction. 

An anatomicophysiological consideration empha- 
sized by the author is the superficial plane occupied 
by the inferior laryngeal nerves just before they 
enter the larynx through the lateral portion of the 
cricothyroid membrane. High operative procedures 
increase the liability to injury of the nerves. Patho- 
logical pressure from enlargement of the thyroid 
will usually abolish the function of the weaker ab- 
ductor fibers first. Continued pressure will affect 
the adductor fibers. The cord then becomes fixed 
in the cadaveric position. 

Impairment in laryngeal function is not always 
the direct result of surgical trauma. Thyroid en- 
largement and scar tissue play a very important 
role as causative factors in this nerve condition. 

Routine laryngoscopy before operation will detect 
initial lesions of the abductor fibers and thus hasten 
thyroidectomy by which total dysfunction of the 
vocal cord can be intercepted. 

Incipient abductor involvement does not impair 
the voice, but may result in dyspnoea on exertion. 
However, it may be discovered only by routine 
laryngoscopy. 
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Postoperative systematic study of the larynx will 
present the only infallible evidence that the operator 
was not to blame for the late development of pa- 
ralysis of the cord. Postoperative scar tissue may be 
held responsible for this late paralysis. 

The author draws the following conclusions: 

In the thyroid problem, laryngology must be 
given the opportunity of enlightening the profession 
as to the pre-operative and postoperative status of 
the larynx. Only thus can we be informed as to 
whether this organ is damaged by pre-operative 
pathological changes in the thyroid. 

If there is pre-operative laryngeal impairment, 
the surgeon, armed with these data, will take special 
care in the manipulations of the intact nerve areas 
during surgical procedures. 

Pre-operative laryngoscopy may reveal an initial 
abductor paralysis and thus give the clue for timely 
surgical interference with a better prospect of pre- 
venting complete dysfunction of one vocal cord. 

Such a study of the larynx will protect the opera- 
tor from the accusation of having caused a paralysis 
which existed previous to operation. 
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In the discussion of the report, WEIL stated that 
his observations have been slightly different from 
the author’s in that he has found the most common 
paralysis of the cord in the cadaveric position. 

Mags stated that the wedge-shaped excision of 
the anterior part of the lobes has lessened the liabil- 
ity to injury of the laryngeal nerves. He emphasized 
the possibility of injuring the laryngeal nerves as 
they approach the cricoid membrane. He cited 
Judd as stating that pure hyperplasia of the thyroid 
gland rarely causes sufficient pressure to injure the 
laryngeal nerves. Such an injury is most common 
in the adenoma and colloid types of thyroid en- 
largement. 

Cow Ley recommended for cases requiring a tra- 
cheotomy tube a valve attachment for the opening 
of the tube which will permit phonation without 
placing the finger over the air inlet. 

All agreed with the author that pre-operative and 
postoperative laryngoscopic examinations should be 
made to protect not only laryngeal function but 
also the surgeon’s reputation. 

J. Epwin Kirkpatrick, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Eagleton, W. P.: Traumatic and Infective Lesions 
of the Head, the Chief Manifestations of 
Which Are Visual Disturbances: Their Diag- 
nosis and Surgical Treatment. Surg. Clin. N. 
Am.. 1926, vi, 1435. 


This article deals with some of the author’s cases 
in which visual disturbances were the early mani- 
festations of cerebral involvement in traumatic and 
infective lesions of the head. 

The optic nerves are reviewed anatomically to 
show their communications with the base of the 
brain, central ganglia, and cerebral cortex. Visual 
disturbances of intracranial origin are due to general 
intracranial pressure or direct pressure at some point 
in the optic system from the nerves to the visual 
cortical centers or their particular association fibers. 

The different types and locations of pressure are 
discussed and illustrated with case reports. 

When there is a general increase of intracranial 
pressure, the most striking ocular manifestation is 
papilleedema. When the papilloedema is unilateral 
it is believed by some to occur on the same side as 
the lesion, but this is not always true. Vascular 
disturbances affecting the venous return from the 
brain are apt to be associated with marked blurring 
of the disks. Such conditions as haemorrhage and 
sinus thrombosis are common causes. Decompres- 
sion for the relief of papilladema should be under- 
taken only after the most careful consideration of 
all factors and then only by those with special 
experience in cranial surgery. 

Pressure upon the optic nerve at the optic foramen 
may result in permanent blindness if it is not 
promptly relieved. The haemorrhage from fractures 
is a common source. In a case reported, fragments 
of a bullet were removed through an intracranial 
extradural approach to the orbit with removal of a 
part of its roof. In another case drainage of the 
sphenoidal sinuses transnasally relieved a progress- 
ing papilloedema due to acute infection and pressure 
at the optic foramina. In arteriovenous aneurism 
resulting from rupture of the internal carotid artery 
into the cavernous sinus it is best to ligate the 
internal or common carotid artery. 

When there is pressure between the optic chiasm 
and the primary optic centers Wernicke’s symptom 
can usually be demonstrated by a combination of 
instruments. 

As the optic tract is in intimate contact with the 
internal capsule and descending horn of the lateral 
ventricle, haemorrhage or abscess may produce 
hemianopsia with or without involvement of motor 
and sensory functions. 
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In the presence of pressure at the visual cortical 
center in the occipital lobe, hemianopsia due to 
hemorrhage, cyst, or abscess may be present but 
undetected for a long time. In such cases an 
examination should always be made of the fields. 

Pressure on the association fibers of the tempero- 
sphenoidal and frontal lobes may produce visual 
defects which are not detected by the patient or 
may fluctuate; hence repeated examinations should 
be made of traumatic and infective lesions in the 
temperosphenoidal lobe. Very slight relief of pres- 
sure may relieve the defect. 

The author concludes by urging a more uniform 
ophthalmological and otological investigation in all 
general medical and surgical cases. 

Apert S. Crawrorp, M.D. 


Ball, R. P., and Spurling, R. G.: Cerebrospinal 
Fl uid Leak Due to a Fistula of the Cisterna 
Magna. Ann. Surg., 1927, |xxxv, 31. 


The authors report the case of a 28-year-old negro 
who had a stab wound in the posterior cervical re- 
gion extending from the base of the skull downward 
and to the left for a distance of 6 cm. The patient 
was unconscious and in moderate shock. ‘The 
wound was irrigated and closed with a rubber drain 
in the lower end. The next day the shock had cleared 
and the patient’s condition was fairly good. Twelve 
hours after his admission to the hospital he had an 
attack of projectile vomiting and some pain at the 
site of the wound. On the third day he had a three- 
minute convulsion followed by headache. A profuse 
clear serous discharge (cerebrospinal fluid) occurred. 
For the next twelve days the temporal and occipital 
headache continued intermittently with the tem- 
perature between 99 and 99.8 degrees F. At the 
time of the patient’s admission to the hospital the 
blood pressure was 120 systolic and 60 diastolic. On 
and after the third day it was 160 systolic and 60 
diastolic. The wound was slightly infected but 
healed to a sinus track through which cerebrospinal 
fluid escaped. 

On the twelfth day the temperature rose to ror 
degrees F., the pulse rate to go, and the respiratory 
rate to 20. When a metal probe was passed up the 
sinus and a roentgenogram was made the probe 
tip was seen on the arch of the atlas. Four hundred 
cubic centimeters of cerebrospinal fluid drained 
daily. The fluid was collected by means of a glass 
female catheter which was held into the sinus by 
flexible collodion. At the time of the insertion of the 
catheter a spinal puncture yielded turbid cerebro- 
spinal fluid with 400 leucocytes (60 per cent polymor- 
phonuclears) per cubic centimeter. Repeated 
punctures and cultures showed a non-hemolytic 
streptococcus, staphylococcus albus, and an uniden- 
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tified Gram-positive bacillus. The spinal manom- 
eter reading in the cervical and lumbar regions was 
16 mm. Hg. 

On the fifteenth day the temperature was 103.6 
degrees F., the pulse rate 110, and the respiratory 
rate 28. The patient complained of headache, and a 
positive Kernig’s sign was noted. On the seventeenth 
day the temperature, pulse, and respiration became 
and remained normal. The cerebrospinal fluid drain- 
age suddenly stopped on the nineteenth day while the 
glass catheter was still in the sinus. After the 
drainage ceased the headache became very severe, 
but was controlled by aspirin and limitation of the 
fluid intake. The symptoms then gradually sub- 
sided and the patient was discharged from the hos- 
pital on the twenty-first day. 

In studies of the cerebrospinal fluid the intra- 
venous injection of 20 c.cm. of a 1 per cent gentian 
violet solution caused no visible coloring of the 
cerebrospinal fluid in a period of twenty-four hours. 
One cubic centimeter of phenolsulphonephthalein 
injected into the lumbar subarachnoid space with 
the patient in the recumbent position first appeared 
in the cervical fluid drainage after one hour and 
twenty minutes. Fifteen per cent was eliminated in 
the urine in two hours. Thirty grains of methenam- 
ina given by mouth appeared in the cerebrospinal 
fluid after two hours (fluid acidified before the 
formaldehyde test was positive). One hundred and 
twenty grains of sodium salicylate by mouth de- 
creased the fluid output 10 c.cm. during the follow- 
ing five hours, but this was within the variation of 
fluid loss at the time. 

The authors assume that the stab wound entered 
the cisterna magna, forming a fistula from which the 
cerebrospinal fluid drained, and that on the twelfth 
day after the injury a cerebrospinal meningitis de- 
veloped from a mixed infection entering through 
the wound. 

Continuous drainage from the cisterna was main- 
tained by keeping the wound open. Recovery re- 
sulted before spontaneous closure of the sinus had 
occurred. 

Dandy mentions three types of treatment for 
septic meningitis: (1) repeated lumbar puncture 
(intermittent drainage); (2) continuous drainage 
from (a) the spinal canal, (b) cisterna magna, (c) 
pontine cisterna, (d) lateral ventricles, or (e) sub- 
arachnoid space; and (3) irrigations of the sub- 
arachnoid space. In Dandy’s opinion, continuous 
drainage from the cisterna magna is the best form 
of treatment. In four of his cases there were three 
recoveries. 

Moise has reported a case of staphylococcus men- 
ingitis secondary to a sacral sinus in which recovery 
followed a lumbar laminectomy and drainage. 
Lumbar drainage was used because the infection was 
thought to have been produced by the removal of a 
sacral pilonidal sinus. 

From a study of the cerebrospinal fluid with 
phenolsulphonephthalein, Solomon concluded that 
there is a free communication between the lumbar 


subarachnoid space, the cisternal subarachnoid 
space, and the lateral ventricles, but that the move- 
ment of substances introduced into the cerebro- 
spinal fluid depends either on the circulation of the 
cerebrospinal fluid or, as is more probable, on 
diffusion by osmotic and s gravity effects. 
ALTER C. Burket, M.D. 


Smith, P. E.: The Disabilities Caused by Hypophy- 
sectomy and Their Repair: The Tuberal 
(Hypothalamic) Syndrome in the Rat. J. Am. 
M. Ass., 1927, Ixxxviii, 158. 

For ablation of the hypophysis, Smith uses the 
ventral approach and aspirates the gland tissue 
through a cannula. Either the whole gland or the 
posterior lobe alone can be rapidly ablated by this 
method. 

From more than 110 operations he draws the fol- 
lowing conclusions: 

Hypophysectomy produces an invariable and 
characteristic syndrome in the rat, the chief features 
of which are an inhibition i in growth in the young 
animal or a loss of weight in the mature animal, 
atrophy of the thyroids, suprarenal cortex, and sex 
organs, weakness, and cachexia. The animal sur- 
vives for months. 

The disabilities arising from hypophysectomy can 
be completely or nearly completely cured by daily 

ituitary homotransplantations. Intraperitoneal 
injections of saline extracts (suspensions) made from 
ox pituitaries prepared by the method of Evans and 

Long do not repair the atrophied thyroids, supra- 

renal cortex, or sex organs, and prevent repair of 

the sex glands by pituitary transplants. Skeletal 
or is stimulated by the injection of the bovine 
uid. 

A lesion of the hypothalamic region of the brain 
(tuber cinereum) gives rise to a syndrome distinct 
from that caused by pituitary ablation, which is 
characterized by extreme obesity and atrophy of the 
genital system; the thyroids and the suprarenal cor- 
tex do not undergo atrophy. In certain cases the 
total length of the animal may be reduced; in other 
cases it is unaffected. STANLEY J. Seecer, M.D. 


Sekiguchi, S., and Oije, T.: Vagus Tumor; Neu- 
rinoma Sarcomatodes (Beitrag zum Vagustumor; 
Neurinoma sarcomatodes). Arch. f. klin. Chir., 1926, 
exliii, 113. 

Tumors of the vagus are exceedingly rare. A 30- 
year-old man discovered a small nodule in the upper 
part of his neck on the right side. Pressure on the 
nodule brought on a severe attack of coughing. 
Medical management for a considerable period of 
time was unsuccessful. 

Under local anesthesia a spindle-shaped tumor 
measuring 5.7 by 17 cm. was removed from the 
region of the right vagus. Except for paralysis of 
the right recurrent laryngeal nerve there were no 
unfavorable sequela following the operation. His- 
tological examination of the tumor showed it to be a 
neurinoma sarcomatodes. (Z). 
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Ballance, Sir C., and Colledge, L.: Cinematograph 
Demonstration: Effects of Nerve Anastomosis 
on the Movements of the Vocal Cords and 
Diaphragm. Proc. Roy. Soc. Med., Lond., 1927, 
XX, 217. 


In a dog the phrenic root from the sixth cervical 
nerve on the right side was divided, the proximal end 
united end-to-end with the recurrent laryngeal 
nerve, and the distal part anastomosed end-to-end 
to the descendens noni nerve. On the left side the 
entire trunk of the phrenic was divided and united 
end-to-end with the recurrent laryngeal. In order to 
prevent permanent paralysis of the corresponding 
half of the diaphragm, the descendens noni was 
divided and the proximal part united to the distal 
cut end of the phrenic. 

After the operation, the dog, which had been 
selected because it barked incessantly, did not bark 
for three months. Recovery was gradual, and at 
the time the authors demonstrated the animal, it 
barked as vigorously as ever. The right cord moved 
more actively than the left because the anastomosis 
was made several months earlier on the right side. 
The diaphragm had entirely recovered from the 
paralysis. 

In a monkey, the distal cut end of the recurrent 
laryngeal nerve on the right side was united to the 
side of the phrenic nerve. On the left side, the 
proximal end of the sectioned phrenic was united to 
the distal cut end of the recurrent laryngeal. Both 
vocal cords recovered movement and the monkey 
regained the ability to bark. 

In order to prevent permanent paralysis of the 
depressor muscles of the larynx, sternohyoid, sterno- 
thyroid, and omohyoid after division and anasto- 
mosis of the descendens noni with the phrenic, the 
authors extend and suture the distal part of the 
descendens noni, which has a tortuous course, into the 
side of the hypoglossal nerve. They have made this 
anastomosis many times and always successfully, 
with recovery of the movement and function of the 
depressor muscles of the hyoid bone and larynx. 

A woman aged 52 years was operated upon for 
thyroid disease in 1925. Barnes, who first saw the 
patient in May, 1926, found aphonia and severe 
dyspnoea. Tracheotomy had not been performed. 
The vocal cords were completely paralyzed, and 
when deeper respiration than normal was attempted, 
tended to come together. On June 5, 1926, Ballance 
united the recurrent laryngeal nerve (which was 
deeply involved in the scar) to one-third of the 
phrenic nerve. One month later the left side was 
treated similarly. Seven weeks after the first opera- 
tion the tone of the right cord showed definite im- 
provement. Eight weeks later the diaphragm was 
still paralyzed on both sides. At the time of the re- 
port the patient had well-marked movement of the 
right cord; the arytenoid on left could be seen to 
move. The diaphragm recovered on both sides. 

The authors emphasize that paralysis of the vocal 
cord may be cured by anastomosis of the recurrent 
laryngeal nerve with the phrenic nerve; that dia- 


phragmatic muscle paralysis may be relieved by 
uniting the phrenic to the descendens noni; and that 
paralysis of the depressor muscles of the hyoid bone 
and larynx may be cured by end-to-side union of the 
cut-end of the descendens noni to the lower side of 
the hypoglossal nerve. Ballance does not claim that, 
in man, every function of the cords is restored after 
these operations, but believes that in the future 
laryngologists will have no excuse to leave paralyzed 
vocal cords untreated. Water C. Burket, M.D. 


SPINAL CORD AND ITS COVERINGS 


Learmonth, J. R.: On Leptomeningiomata (Endo- 
theliomata) of the Spinal Cord. Brit. J. Surg., 
1927, XIV, 397- 

Learmonth has made an extensive study of 
leptomeningiomata of the spinal cord, which have 
hitherto been called ‘‘endotheliomata” or ‘ psam- 
momata.” His discussion is developed under the 
folowing heads: Historical introduction, develop- 
ment of the arachnoid, structure and relations of the 
adult leptomeninx, incidence of leptomeningiomata, 
occurrence with other tumors, pathological anatomy, 
etiology, gross pathology, microscopic appearances, 
clinical physiology of the spinal cord, pathology of 
compression of the spinal cord, general clinical fea- 
tures of leptomeningiomata, leptomeningiomata in 
special situations, disturbances of vesical, rectal, and 
sexual functions, accessory aids to diagnosis, deter- 
mination of the level of the tumor, differential diag- 
nosis, operative treatment, and prognosis. 

The histories of five cases are given. 

STANLEY J. SEEGER, M.D. 


PERIPHERAL NERVES 


Koch, K.: Does Primary Union Occur After Nerve 
Suture? (Gibt es eine Prima reunio nach Nerven- 
naht?) Rochledy v. chir. a. gynack., 1926, iv, 193. 


Statistics with regard to the results of nerve su- 
ture differ greatly. Some surgeons report healing in 
go per cent of their cases, while others obtain no 
healing and note improvement in only 19 per cent. 
Because of this difference and the fact that in one 
case a nerve will completely recover following 
suture while in another case in which the same 
technique is used its conduction is not restored, 
Koch attempted to determine by experiments on the 
sciatic nerve of rabbits and dogs whether suture is 
followed by primary union, that is, whether conduc- 
tion can be restored in a few days. 

On the basis of his histological findings he con- 
cludes that the variations in the results of nerve 
suture are due to the occurrence in the region of the 
suture material of secondary changes which inter- 
fere with the growth of the delicate fibrils and com- 
promise the success of the operation. 

He concludes alse that union by primary intention 
does not occur after nerve suture. Even under the 
most favorable conditions, when only single nerve 
bundles were cut and immediately re-united and the 
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field was kept moist with physiological salt solution, 
the healing could not be hastened. Regeneration is 
impossible without degeneration, and this requires 
a certain length of time which cannot be shortened. 
The quick restoration of function in some cases is 
due to the presence of collateral nerve paths. 

Koch recommends, not a simple transneural su- 
ture, but exact perineural adaptation of the nerve 
ends in order that no nerve fibrils remain outside 
of the line of suture. Very fine silk should be used 
for the suturing and great tension should be avoided. 
The protracted adaptation recommended by Stoffel 
is rejected by Koch as directly injurious. Nerve 
suture can be attempted after the lapse of several 
years. Regeneration has occurred even after three 
or four years. Haim (Z). 


MISCELLANEOUS 


Carnett, J. B., and Winkelman, N. W.: Metastatic 
Tumors of the Nervous System. Surg. Clin. N. 
Am., 1927, Vii, 47. 

The authors report the case of a colored woman 
who first discovered a small hard lump in her right 
breast in 1924. A few months later a cancer quack 
applied a caustic paste which produced an ulcer 
that never healed. No other treatment had been 
given. 

After a bath three days before her admission to 
the hospital the patient complained that her feet 
felt chilly and numb. On the following morning she 
was unable to stand because of weakness, and com- 
plained of numbness and “needle stickings” in 
both legs. Examination at the time of her admission 
to the hospital revealed a 4-in. ulcer over the site of 
the right breast and complete paralysis from the 
fifth or sixth thoracic vertebra downward, with blad- 
der and rectal incontinence. The X-ray showed 
crushing of the fifth, sixth, and seventh vertebre. 

The sudden onset of paralysis with X-ray evidence 
of triangular compression of carcinomatous verte- 
bra at the same level is often interpreted as signify- 


ing that the paralysis occurred simultaneously with 
the crushing and is due to direct compression of the 
cord by the deformed vertebral bodies. 

Postmortem investigation of Carnett’s cases of 
paralysis has shown that as a rule the lesion is due 
to a metastatic extradural tumor which may act by 
directly compressing the cord but more often merely 
shuts off the blood supply of the cord. 

The patient whose case is reported was given 
heavy radium treatment over the fifth to eighth 
thoracic vertebra. Two weeks later she began to 
improve, and is now able to walk. Bladder and rec- 
tal control has completely returned and she is free 
from pain. 

It is well known that the spinal cord may escape 
injury even when there is marked deformity of the 
spine. In other cases there is weakness or paralysis 
below a given level without demonstrable involve- 
ment of the spinal column. In a third group there is 
mottling of one or more vertebra without deformity 
but with clinical evidence of a partial or complete 
transverse lesion. 

In the case of a patient with carcinoma of the 
prostate who suddenly developed paralysis below 
the tenth thoracic segment, autopsy revealed a flat 
extradural adenocarcinoma extending from the 
seventh thoracic vertebra to the conus, and soften- 
ing of the seventh to ninth spinal cord segments due 
to blood-vessel occlusion by the tumor. 

This effect could not have been produced by the 
pressure of the flat tumor. It was due to compres- 
sion of the blood vessels supplying the cord. An- 
other case showed a gelatinous mass surrounding 
the cord with no compression but with softening of 
the cord due to blood-vessel occlusion. 

Four cases of metastatic involvement of the brain 
and its membranes are described briefly: (1) a 
metastasis within the substance of the brain itself, 
(2) blood-stream cerebral invasion, (3) a metastatic 
nodule underneath the dura pressing upon the 
emerging roots, and (4) an isolated easily removable 
tumor. Harry C. Sartzstein, M.D. 
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SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Bland, P. B.: Infection of the Lactating Breast. 
ed. J. & Rec., 1927, CXXv, I. 

Bacterial invasion of the lactating mammary gland, 
while not frequent, is not uncommon. The pro- 
found physiological activity of the breast during the 
initiation of lactation and in conditions arising dur 
ing nursing, such as abrasions or fissures of the 
nipple and uncleanly management of nursing, are 
the chief predisposing factors. 

According to Nunn, infection of the breast occurs 
most often in the first two months of lactation. 
Fitz-Williams attributes it to the new conditions 
imposed upon the breast. It is produced in the tenth 
month by the trauma inflicted by the infant’s in- 
cisor teeth. 

The bacteria chiefly responsible for such infections 
are staphylococcus albus and aureus. In a series of 
100 lactating breasts, Kostlin found only fourteen 
in which cultures of the milk were sterile; in the 
remainder they showed staphylococcus albus and 
varying numbers of other staphylococcus types and 
streptococcus. 

The portal of entry for these micro-organisms is a 
weak protective epithelium of the nipple and ad- 
jacent tissues. The entrance of bacteria into the 
parenchyma of the gland is favored by fissures, 
abrasions, blisters, and maceration of the epithelium. 

Autogenous infection, the most common form, is 
due to the constant presence of bacteria in and about 
the nipple. Exogenous infection is caused by organ- 
isms conveyed to the nipple from the salivary secre- 
tions of the infant with stomatitis or by uncleanly 
management of nursing. Hamatogenous infection 
occurs in pywmia and puerperal septicaemia. 

According to Lecéne and Lanormant, Wiebring- 
hans, Deaver, McFarland, and the author, the 
frequency of inflammatory disease of the breast 
varies from 5 per cent to one half of 1 per cent. 
Kohler and Deiss found breast infections more fre- 
quent in primipare. Winckel found involvement in 
both breasts in 16 per cent of his cases, but rarely 
simultaneously. 

There are two types of inflammatory involve- 
ments: (1) subcutaneous, and (2) intramammary. 
The subcutaneous type, beginning as a lymphangei- 
tis, may undergo resolution or develop into a 
superficial abscess. The intramammary type may 
involve one or more lobules and localize in the lower 
and outer quadrant of the gland or involve the 
entire breast from the onset as a diffuse phlegmonous 
process. Recovery usually results in two or three 
weeks if localization occurs and adequate treatment 
is given. The diffuse gangrenous type, however, has 
a very high mortality. 


The author recommends prophylactic measures 
during the latter weeks of pregnancy such as cleans- 
ing of the breast daily with tincture of green soap 
and warm water followed by the application of a 
greaseless cream. He advises against the routine 
use of dehydrating or astringent solutions as he 
believes they favor abrasions and fissures. Gauze 
cleansing of the baby’s mouth is no longer practised 
in his cases, a special electric pump being used 
instead. Inverted nipples should be gently elevated 
digitally or by carefully applied suction apparatus. 
Nursing should be interdicted if abrasions or fissures 
appear. The sore nipple must be kept clean with 
warm boric solution and protected with sterile gauze 
moistened with sterile olive oil. Engorgement may 
be relieved by the breast pump. Over-distended or 
pendulous breasts should be supported by a care- 
fully fitted binder. In the presence of infection in 
one breast every precaution must be taken to pre- 
vent contamination of the other breast. 

The treatment of frank infection consists in the 
application of ice bags intermittently for from forty- 
eight to seventy-two hours. If no improvement 
occurs, hot water bags should be applied until 
localized oedema or signs of suppuration appear. 
When this occurs, free incision in a line radiating 
from the nipple should be done immediately. Any 
pockets or cavities must be broken into and free 
drainage instituted. The further treatment con- 
sists in the constant application of warm saline com- 
presses. Aspiration of the abscesses is condemned 
because it is not founded on sound surgical prin- 
ciples. J. Epwin Kirkpatrick, M.D. 


Juengling, O.: Is Prophylactic Irradiation Justi- 
fied Following Operation for Carcinoma of the 
Breast? (Ist die prophylaktische Nachbestrahlung 
beim Mammacarcinom berechtigt?).  Strahlen- 
therapie, 1926, xxii, 653. 

The problem of the advisability of prophylactic 
postoperative irradiation in carcinoma of the breast 
requires for its solution a thorough study of the 
biology and prognosis of mammary carcinoma and 
a comparison of the effects of prophylactic irradia- 
tion from both the qualitative and the quantitative 
aspects. The statistics of the results are influenced 
by the quality of the material and the manner in 
which the figures are calculated. The quality of the 
material varies with time and locality. Age, con- 
stitutional factors, the nature and primary site of the 
tumor, and the stage of development at which the 
carcinoma comes under treatment, all play a réle. 

For the classification of the lesion into stages 
(Steinhal, Lindenberg, Anschuetz) a scheme based 
upon objective findings must be constructed. The 
following division is recommended: 
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Stage 1. Tumor limited to the breast substance; 
no palpable glands. 

Stage 2. Tumor no longer freely displaceable; 
palpable glands. 

Stage 3. Tumor adherent by cancerous tissue to 
the surrounding structures. 

Stage 4. Infraclavicular and _ supraclavicular 
glands involved; metastases to the skin. 

In addition, a standard method of calculating the 
results is necessary. Percentages based on small 
numbers of cases are to be avoided. The shortest 
period of observation should be between three and 
five years. Statistics should contain only absolute 
numbers. The percentages should show the relation 
of the number of surviving patients who are free 
from recurrence to all patients treated according to a 
definite method (relative figures on results) or to all 
cases entering the hospital during the period of time 
under consideration (absolute figures on results). 

Following this general discussion the author cites 
statistics from different clinics which show the most 
varied results. On the basis of these figures he comes 
to the conclusion that worthwhile results can be 
obtained only by repeated irradiation with medium 
dosage. He emphasizes that postoperative prophy- 
lactic irradiation is still in the experimental stage and 
is not a method for the small hospital where the 
staff may not be sufficiently experienced. An under- 
standing of the procedure is to be expected only from 
methodical work continued for many years. Pro- 
phylactic postoperative irradiation of carcinoma of 
the breast can become a general procedure only 
after a definite technique has been found by different 
workers to be safe and effective. 

SILBERBERG (Z). 


Holfelder, H.: Is It Justifiable to Give Postopera- 
tive Irradiation in Carcinoma of the Breast? 
(Ist die postoperative Bestrahlung beim Mamma- 
carcinom berechtigt?). Strahlentherapic, 1926, xxii, 
6007. 

Purely surgical results in carcinoma of the breast 
cannot exceed a certain optimum and are not 
sufficiently good to warrant satisfaction with sur- 
gical treatment alone. Prophylactic measures may be 
dispensed with only in early cases. Prophylactic 
’ roentgen treatment may cause injury if the effect: 
of the rays is too strong. 

The results of operation are unsatisfactory and 
will probably remain so with the present technique 
because the regional lymph glands are only partially 
accessible to operation. The lymph glands in the 
axilla must be removed by careful anatomical dis- 
section following sacrifice of the pectoralis major 
muscle. Even the removal of the supraclavicular 
glands makes the operation much more extensive 
and difficult. Removal of the lymph glands in the 
region of the internal mammary artery, which are 
involved early when the primary tumor is situated in 
the inner quadrant of the breast, is practically al- 
ways impossible. Weinert, using the Spalteholz 
method of making frontal sections pee 5 the re- 
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moved breast, has shown how far the cancer nests 
may extend from the primary tumor and therefore 
how seldom an operation is truly radical. The 
necessity for the improvement of surgical results by 
prophylactic measures to prevent recurrence is there- 
fore evident. Of chief importance, however, is the 
manner in which the irradiation is given. 

While the direct effect of the roentgen rays on 
carcinoma cells is incontestable, it appears improb- 
able that all of the cells of a cancer are destroyed 
simultaneously by any one dose such as the so-called 
carcinoma dose. If the resistance of the body is still 
sufficiently great, active carcinoma cells may be 
destroyed in this manner together with cancer cells 
left behind and already damaged, but in other cases 
even the most intensive irradiation may fail to cause 
healing. 

The difference in the length of the latent period 
between operation and the first sign of a recurrence 
may be explained only by the assumption that early 
recurrence is caused by active carcinoma cells which 
were left behind, while later recurrences are produced 
by carcinoma cells which remained inactive in the 
tissues for many years without any metabolism of 
their own until, for some unknown reason, they be- 
gan to grow. 

According to clinical experience, the latter type of 
carcinoma cell is far less sensitive to the roentgen 
rays than the fully active carcinoma cell, but be- 
cause of the inactivity of their metabolism, the 
resting cells are unable to recover from the effects 
of the irradiation. Therefore it may be assumed 
that numerous small roentgen doses given at proper 
intervals may eventually damage this type of cell. 
The results at the Kiel Clinic are best explained in 
this way. 

Truly successful irradiation treatment renders 
local recurrence a rare exception and is limited only 
by cases in which death results from metastases. 
The formation of distant metastases is prevented 
most surely by pre-operative prophylactic X-ray 
treatment, since it is assumed that a spread of the 
carcinoma cells occurs either before operation or is 
favored by operation. Postoperative prophylactic 
irradiation is given primarily to prevent local. ~ 
recurrence. 

According to experience to date, it is probable 
that fully active carcinoma cells are most injured by 
the largest possible doses given at short intervals, 
while the inactive cells are most injured by much 
larger doses. Because of the irradiation susceptibility 
of the surrounding normal cells, the latter must be 
given in relatively small divided doses at very long 
intervals. 

As the relatively large doses may damage not only 
the normal cells but also the general protective 
powers of the body, a method must be found which 
will reduce such damage to the minimum without 
reducing the beneficial effect of the rays. Holfelder 
believes that the poor results obtained in the 
Tuebingen Clinic may be explained by the assump- 
tion that in the irradiation of large fields and the use 


of large, deeply penetrating doses of the rays, the 
general protective powers of the body were too 
greatly damaged. This disadvantage is not present 
in the method of Hans Meyer, employed at the Kiel 
Clinic, in which small fields are irradiated and an alu- 
minum filter is employed. On the other hand, the 
use of lightly filtered rays in a dose eventually 
amounting to four erythema doses, as recommended 
by Juengling, is associated with great danger of 
injury to the skin and with this small-field technique 
it is very improbable that every area of the chest 
wall receives the same dose. 

Holfelder then describes his technique which gives 
the same uniform dose to the entire endangered area, 
including the axilla and supraclavicular fossa while 
it spares the rest of the body, especially the thoracic 
organs. In this “flanking technique” the chest wall 
and the entire endangered area are treated with 
large doses of hard rays through large tangential 
fields. The deeper layers receive exactly the same 
dose as the skin, while the lungs and heart are com- 
pletely protected. The determination of the dose 
and the length of the intervals between exposures 
depend to a large extent upon the patient’s general 
condition. At any rate, it is possible to give four or 
five erythema doses without injury to the skin or 
general condition. ‘The mediastinum is excluded 
from the irradiation on principle for fear of causing 
too great general injury. However, when the pri- 

mary tumor is situated in one of the inner quadrants, 
the glandular region near the internal mammary 
artery is given special attention. 

The dormant cancer cells are most likely to be 
destroyed and a late recurrence prevented when, 
with this technique, one-half an erythema dose is 
given at increasing intervals of four, six, eight, and 
ten weeks and repeated from eight to ten times. For 
recurrences developing soon after operation and for 
still manifest cancer rests, it is best to give from 80 
to 120 per cent of the erythema dose immediately 
and then, after a period of two months, to give the 
treatment just described but shortening it by two 
irradiations because of the previous erythema dose. 
For recurrences already present, Holfelder recom- 
mends the prophylactic treatment described with 
half doses through small sharply circumscribed 
fields and supplemented by intensive irradiation. 

In conclusion the author emphasizes that close 
co-operation between the surgeon and the roentgen- 
ologist is essential for good results. Harms (Z). 


Anschuetz, W., and Hellmann, J.: The Results of 
Irradiation After Radical Operation for Car- 
cinoma of the Breast (Ueber die Erfolge der Nach- 
radikal operierter: Mammacarcinome). 
Deutsche Ztschr. f. Chir., 1926, exevii, 47. 


Subdivision of Steinhal’s second group of cases 
of carcinoma of the breast gives the following classi- 
fications: 

Group 1. Tumor not adherent, no glands pal- 
pable, and no gland involvement found at opera- 
tion. 
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Group 2a. Tumor not adherent, but glands pal- 
pated or found involved at operation. 

Group 2b. Tumor adherent to the skin or pectoral 
fascia; gland involvement. 

Group 2c. Tumor firmly adherent to muscle; 
gland involvement present. In this group belong 
also cases with broad deep skin ulcerations. 

Group 3. Tumor adherent; involvement of supra- 
clavicular glands. In a few cases with skin metastases 
radical operation was done. 

In the opinion of Anschuetz, a classification 
based upon the histological demonstration of car- 
cinoma of the lymph glands (Juengling) is less 
feasible as this demonstration is difficult and un- 
certain. Anschuetz recommends judging the results 
of treatment, not by the often uncertain demonstra- 
tion of recurrence or metastasis, but by the duration 
of life, since recurrence and metastases may disap- 
pear or remain quiescent for a long time. 

The authors give their statistics for the years 
1908-1922. ‘These show such favorable results from 
postoperative irradiation that, at the Kiel Clinic, 
the treatment will be continued in the future and will 
be given also in cases of Group 1. 

The most definite results were obtained in Groups 
2a and 2b. In Group 2c the results were unfavorable. 
In Group 1, all of the patients—-seven who did not 
receive irradiation treatment and eight who re- 
ceived such treatment—were alive after five years. 

In Group 2a, thirty-six (50 per cent) of seventy- 
two patients who were not irradiated and ninety- 
nine (71.7 per cent) of 138 who received irradiation 
were alive after three years, and twenty-nine (40.2 
per cent) of seventy-two who were not irradiated 
and sixty-five (56.5 per cent) of 115 who were 
irradiated were alive after five years. 

In Group 2c, seven (24.1 per cent) of twenty-nine 
who were not irradiated and seventeen (36.1 per 
cent) of forty-seven who were irradiated were alive 
after three years, and four (13.7 per cent) of twenty- 
nine who were not irradiated and six (16.1 per cent) 
of thirty-seven who were irradiated were alive after 
five years. 


In Group 3, two (25 per cent) of eight who were | 


not irradiated and six (27.2 per cent) of twenty-two 
who were irradiated were alive after three years, and 
one (12.5 per cent) of eight who were not irradiated 
and two (9.5 per cent) of twenty-one who were 
irradiated were alive after five years. 

The better results obtained in these cases as com- 
pared with those shown by other statistics for post- 
operative irradiation treatment are ascribed to the 
technique—not massive lymph doses but frequently 
repeated weaker doses. The following procedure is 
recommended: Exposure of three fields (breast, 
axilla, and supraclavicular fossa) every four weeks, 
six or seven treatments being given in succession; 
then a pause of two or three months increasing to 
four or six months. Treatment continued up to the 
end of the second year; in all, ten or eleven irradia- 
tions. At every sitting, two-thirds of the erythema 
dose. GrasHEy (Z). 
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TRACHEA, LUNGS, AND PLEURA 


Hamilton, W. F.: Non-Tuberculous Pulmonary 
Disease. Arch. Surg., 1927, xiv, 218. 


Reports from various sanatoriums show that 
patients with non-tuberculous pulmonary diseases 
are frequently sent to these institutions and con- 
stitute from 25 to 50 per cent of those admitted. 

The pathological lesions in the chronic cases are 
practically those of bronchitis and fibrosis with 
bronchiectasis and areas of bronchopneumonia vary- 
ing in size. In many cases, the pleura is involved 
and peribronchial adenitis undoubtedly exists, while 
more or less widespread emphysema is induced. 

The physical signs in non-tuberculous pulmonary 
disease are those of bronchitis of one or a part of 
one lower lobe or of both lower lobes; rarely are these 
signs found in the upper lobe. The signs are per- 
sistent yet variable. Later the signs of emphysema 
may develop. The roentgenograms show varying 
degrees of fibrosis. Constitutional symptoms of 
tuberculous infections are in the main absent, while 
tubercle bacilli are constantly absent from the 
sputum. A diagnosis based on the bacteriology has 
been urged, but this is obviously extremely difficult. 

Five cases are reported. The late results in these 
as well as practically all cases of the type under 
consideration depended not only upon the extent of 
the primary injury to the pulmonary tissue but also 
on the frequency of recurring and superimposed 
infections, the type of the infection, and circulatory 
disturbances, which in not a few instances were 
caused by toxwmia and overwork impairing the 
efficiency of the heart muscle and increasing the 
dyspnoea, cough, expectoration, and signs of chronic 
bronchitis. Cart R. Steinke, M.D. 


Lemon, W. S., Vinson, P..P., Gaarde, F. W., 
Moersch, H. J., and Harrington, S. W.: The 
Value of Bronchoscopic Examinations to the 
Internist and the Surgeon. Minnesota Med., 
1927, X, 10. 

The authors report that bronchoscopic examina- 
tions were required in 105 of the cases seen by them 
in 1925. Foreign bodies were found in seven. These 
examinations were decided upon for four reasons: 
(1) for greater precision in the diagnosis; (2) to 
establish the surgical indications; (3) to allow direct 
local treatment, and (4) to clarify clinical impres- 
sions as to the cause. of certain familiar symptoms 
in diseases affecting the lungs and bronchi. 

Bronchoscopic examination can be made without 
any distressing symptoms even when the patient is 
very ill. The average examination requires not more 
than five minutes and can be made easily under 
local anwsthesia. The larynx, pharynx, and bifurca- 
tion of the trachea are anesthetized with a 20 per 
cent solution of cocaine. There is no postoperative 
reaction. 

This report is based on ninety-nine cases divided 
into four groups: (1) those of suppurative disease; 
(2) those of pulmonary calculus; (3) those of chronic 
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infection, and (4) those of neoplasm. The various 
types in these groups are illustrated by case histories. 
In many of the cases of bronchiectasis, pulmonary 
tuberculosis would have been at least strongly sus- 
pected if the bronchoscope had not been used. 
Bronchiectasis is much more common than has been 
suspected, and hemorrhage is found more often in 
bronchiectasis than in any other disease of the lung. 
Obstruction of a bronchus was well illustrated in a 
case in which breath sounds became clearly audible 
after the aspiration of very thick pus from the 
affected bronchus. 

In some of the cases in Group 1 the extent of the 
lesion was evident only on bronchoscopic examina- 
tion. When the symptoms and signs pointed to 
bronchiectasis on one side, bronchoscopy sometimes 
revealed a lesion on both. In many cases a differen- 
tiation from pulmonary tuberculosis was possible by 
this method alone. In one case in which the history 
and progression of symptoms were highly suggestive 
of phthisis, the bronchoscope revealed a small frag- 
ment of tooth lodged in the wall of a bronchus, and 
a complete cure followed extraction of the particle. 

The chronic infections were tuberculosis and 
syphilis. Tuberculosis may cause stenosis by in- 
trinsic disease of the bronchus or by extrinsic pres- 
sure. The authors have obseryed that stridor is 
more marked the nearer the lesion to the larynx. 
In gumma of the bronchus, antisyphilis treatment 
practically abolished the symptoms. 

Both benign and malignant tumor were encoun- 
tered. There was only one case of the former, and 
the removal of the neoplasm by diathermy resulted 
in acure. The tumor was an adenocarcinoma. The 
advantage of bronchoscopy in such cases lies not 
only in direct inspection of the tumor, but also in 
the comparative ease with which a portion may be 
removed for microscopic diagnosis and the preci- 
sion with which treatment can be given when it is 
possible. 


Singer, J. J.: Bronchography: Injection of lodized 
Oil, 40 Per Cent. Arch. Surg., 1927, xiv, 167. 
Tucker, G.: Technique of Bronchoscopic Intro- 
duction of Bismuth Subcarbonate and Iodized 
Oil, 40 Per Cent, for Pneumonography. Arch. 

Surg., 1927, Xiv, 175. 

Ballon, D. H., and Ballon, H. C.: Pneumonography 
with Iodized Oil, 40 Per Cent, by the Bron- 
choscopic Method: The Bronchial Tree, with 
Observations Made from 100 Injections. Arch. 
Surg., 1927, xiv, 184. 

Stewart, D. A.: Septic Conditions of the Chest: 
Etiology and Differential Diagnosis. Arch. 
Surg., 1927, xiv, 203. 

Archibald, E. W.: The Value of Iodized Oil, 40 
Per Cent, in the Diagnosis of Pulmonary In- 
fections. Arch. Surg., 1927, xiv, 206. 


SINGER: In the study of the roentgenograms of 
the chest of a patient who has had a bismuth or 
barium meal for gastro-intestinal study, the roent- 
genologist occasionally encounters a startling picture 
of the bronchi outlined by barium. This is due to 
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the formation of a fistulous tract by ulceration of the 
cesophagus into the trachea. 

There are five methods of introducing iodized oil, 
40 per cent: 

1. Througha trocar needle, resembling a tracheot- 
omy tube, into the trachea under precautions for 
sterility. 

2. Under direct laryngoscopic examination with 
the patient lying on the back with the head extended 
over the table. 

3. Through the bronchoscope introduced directly 
into the lung. 

4. Through a tracheal catheter introduced under 
indirect illumination of the larynx. 

5. By the injection into the pharynx of 20 c.cm. 
of oil while the patient pulls out his tongue as far as 
possible. 

The patient should be trained to take many 
successive deep breaths following the injection of 
the oil. 

The iodized oils used in the author’s cases were 
lipiodol (Lafay), which contains 40 per cent of 
iodine by weight combined with poppy seed oil, and 
iodipin, which contains 40 per cent of iodine by 
weight combined with sesame oil. Whatever method 
of introduction is used, approximately from 20 to 40 
c.cm. of the oil must be employed to produce a 
suitable roentgenogram. ‘The five methods are 
described in detail. 

The value of bronchography lies in the definite 
mapping out of the lung structure, either normal or 
altered by pathological conditions. Considerable 
experience is required to interpret the shadows, 
especially with so dense or so opaque a substance. 

When combined with a careful physical examina- 
tion, bronchography is of great aid to those who have 
had considerable experience with suppurative lung 
conditions. It should not be used in any case in 
which simpler methods can be employed. It shows 
excellently the bronchial tree with any abnormalities 
present, and when properly employed it is harmless. 

The first method is recommended for children, 
the fourth and fifth methods for adults, and the 
second and third methods for use when bronchoscopy 
is performed for other purposes. ‘The fifth method 
should be tried in adults before the more complicated 
methods are attempted. If it is unsuccessful, the 
fourth is the method of choice. 

Three roentgenograms are shown. 

Tucker: The introduction into the lung of the 
radiopaque substances, bismuth subcarbonate and 
iodized oil, 40 per cent, for pneumonography has 
been found harmless when limited quantities of the 
substances are used. The substances are readily 
coughed out, and during their sojourn in the lung 
have a medicinal value. 

The bronchoscopic method of introduction per- 
mits a direct examination of the trachea and of the 
main bronchi of each lobe of the lung. In addition 
to its diagnostic value, the bronchoscopic method 
permits the removal of obstructing secretions and 
granulations, and when an organic stenosis of the 


bronchus is present allows the introduction of the 
radiopaque substance by sight through the stenosis 
into the portion of lung distal to the narrowed 
bronchus. By this method the substance can be 
accurately placed in any desired portion of the 
lung and a positive pneumonogram obtained with 
the minimal quantity of opaque substance. 

Bismuth subcarbonate, when insufflated bron- 
choscopically after thorough aspiration of the secre- 
tions, will satisfactorily outline the tracheal and 
bronchial walls and bronchiectatic cavities of the 
larger bronchi. Iodized oil, 40 per cent, is most satis- 
factory in the periphery of the lung and cases in 
which the abscess cavity communicates with the 
smaller bronchi. The cavity should be aspirated 
as free of pus as possible because, although iodized 
oil, 40 per cent, will displace air in the cavity, it 
will not so easily displace pus that fills the cavity 
completely. 

The technique of the procedure is described in 
detail. Several case reports are given to illustrate the 
difficulties and advantages of the method. The 
article contains six roentgenograms and _ several 
illustrations of instruments. 

Tucker draws the following conclusions: 

1. The bronchoscopic introduction of opaque 
substances into the lung for pneumonography is 
safer for the patient and more accurate in its 
localization than the introduction of such sub- 
stances by blind methods. 

2. Bismuth subcarbonate insufflation as_ origi- 
nated by Jackson has given the best results in out- 
lining the trachea and larger bronchi and in bron- 
chiectatic dilatation in the larger bronchi. 

3. lodized oil, 40 per cent is best in abscess cav- 
ities and in the periphery of the lung. 

4. The most accurate pneumonogram is obtained 
by the bronchoscopic introduction of the opaque 
substance on the fluoroscopic table. The entrance 
of the opaque substance is observed fluoroscopically 
and the plates are made without the transfer of the 
patient to another table. 

Baton: This article reports observations follow- 
ing injections and dissections. Only observations 
which may serve as clinical aids are recorded. 

The bronchial tree was injected during life with 
iodized oil, 40 per cent, by the bronchoscopic 
method. 

Dissections in fresh specimens were made under 
water. In the autopsy specimens both sodium io- 
dide, 12 per cent, and iodized oil, 40 per cent, were 
used to inject the bronchial tree, but were found to 
give poor results. The blood was injected with 
barium sulphate in gelatine after Gross’ method and 
stereoscopic roentgenograms were made. The bron- 
chial tree was then injected with paraflin and its 
relationship to the circulation studied. 

The functions and characteristics of the bronchial 
tree are considered. This discussion includes general 
considerations, anatomy, the surface markings of 
the lobes, the relation of the circulation (including 
the lymphatics) to the bronchial tree, and abnormal- 
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ities of the bronchial tree. Studies of the respiratory 
movements made on separate roentgenograms are 
also reported. 

Observations to be made while the patient is 
being prepared are enumerated. Certain diseases of 
the bronchial tree are discussed and classifications 
of bronchiectasis and lung abscess are given. These 
are illustrated by drawings and roentgenograms. 

The following are discussed: the effects of 
thoracoplasty on the bronchial tree, factors that 
affect the flow and distribution of iodized oil, the 
roentgen-ray report on the bronchial tree, the value 
of postural drainage, the intrabronchial route for the 
application of medication, abnormal shadows, and 
the choice of patient. 

In the living subject, the bronchial tree was in- 
jected with iodized oil, 40 per cent, by the broncho- 
scopic method; in postmortem specimens, it was 
injected with paraffin. The blood was injected with 
barium sulphate in gelatine, and its relation to the 
bronchial tree considered. The physiology of respira- 
tion in the normal and pathological lung was 
studied. 

Lung abscesses were classified following studies 
made after the injection of iodized oil. 

At various age periods, the appearance of the 
normal bronchial tree after the injection of iodized 
oil appears to be constant. 

Abnormalities of the bronchial tree are frequent 
in chronic fibroid phthisis, diseases of the pleura and 
mediastinum, and bronchiectasis. 

Bronchial stenosis is often found associated with 
bronchiectasis or pulmonary abscess. 

The most frequent sites of bronchiectasis, putrid 
bronchitis, bronchiolitis, and bronchiolectasis are 
the branched intrapulmonary bronchi and _ bron- 
chioles. 

After extrapleural thoracoplasty for tuberculosis 
the bronchial tree may undergo numerous changes 
and become a large tube with localized or generalized 
bronchiectasis at the base. When the bronchiectasis 
extends to the periphery, methods of collapse should 
—— results than when the dilatations are 
basal. 

Iodized oil introduced by the bronchoscopic meth- 
od is an aid and a guide in the selection of cases 
suitable for the thoracic surgeon, and in the prognosis 
and treatment. It makes it possible to treat each 
case individually and increases the good results 
obtained by postural drainage. 

Ordinary roentgenograms of the bronchial tree 
are unsatisfactory and often confusing because the 
bronchial tree divides frequently and is repeatedly 
crossed by part of the pulmonary circulation. It fails 
to give any information as to the site and extent of 
the disease. 

The importance of the accurate interpretation of 
roentgenograms made following the injection of 
iodized oil must be emphasized. A positive shadow 
cast by an injection which cannot be adequately 
explained on the basis of the clinical history, signs, 
symptoms, and a bronchoscopic examination should 
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not be considered. A typical shadow when sub- 
stantiated by a clinical picture allows of no discus- 
sion. 

STEWART: One common cause of septic conditions 
of the chest seems to be bad teeth and gums and a 
poorly cared-for mouth. One of the most common 
clinical pictures is that of cough, expectoration, 
debility, and bad teeth. 

The infections following operations under general 
anesthesia are well known. In many of these septic 
infections, spirochetes and fusiform bacilli have 
been found. In some such cases neo-arsphenamine 
has been administered. So far it cannot be stated 
that it has been very beneficial, but in some of the 
cases the spirochetes have disappeared from the 
sputum at least temporarily following its use. 

“Chronic bronchitis” has been a convenient term 
under which many conditions of the respiratory tract 
have been described. It is time for these conditions 
to be defined more closely. The injection of iodized 
oil for outlining of the bronchial tree and bac- 
teriological examination will help. 

The excellent results that can be secured from 
rest and posture in the earlier cases of every type of 
septic injection are impressive. 

An outline of the points to be noted in the differ- 
ential diagnosis between earlier cases of septic 
infection and pulmonary tuberculosis is given. 

ARCHIBALD: The use of iodized oil, 40 per cent, 
has proved of value in tuberculosis to determine the 
physical condition in a lung previous to a proposed 
thoracoplasty and to determine the condition in the 
lung which might explain a lack of complete success 
years after a thoracoplasty. 

Eight case reports are given and seven roentgeno- 
grams are shown. 

In tuberculous cases, iodized oil should be used 
with caution. A method of injection simpler than 
the bronchoscopic method is probably best because, 
however carefully and skillfully the procedure is 
carried out, it taxes the patient’s strength more than 
a simple supraglottic injection. 

The injection of iodized oil is of value also in old 
thoracoplasty cases in which the symptoms persist. 
Roentgenograms taken after such injections reveal 
lesions that cannot be demonstrated by any other 
method. 

During the progress of a several stage operation 
for bronchiectasis or abscess of the lung it is of value 
to determine the amount and location of the disease 
that still remains. Carv R. Stemke, M.D. 


Edwards, A. T.: The Surgical Treatment of 
Phthisis and Bronchiectasis. M. J., 1927, 
i, 9. 

In bronchiectasis and phthisis the object of the 
surgeon is to prevent the evil results of the con- 
traction of fibrous tissue on the important pul- 
monary structures, either by allowing the rigid 
thoracic wall to fall in or by interposing solid or 
gaseous buffers between the chest wall and lung to 
allow localized or generalized pulmonary collapse. 


24 INTERNATIONAL ABSTRACT OF SURGERY 


In this way cavity walls are brought into apposition, 
healing is aided, and the lung is given rest. 

The various methods of accomplishing these ends 
and their indications and contra-indications are 
discussed. 

Operations for the division of adhesions are done 
in cases in which artificial pneumothorax treatment 
is rendered only partially successful by the presence 
of localized adhesions between the parietal and vis- 
ceral pleura which prevent full pulmonary collapse. 
Only comparatively narrow bands can be succes- 
fully divided. These bands are commonly found 
overlying cavities in the lung. The method of choice 
is cauterization of the adhesions under the control 
of thoracoscopic vision, as devised by Jacobaeus of 
Stockholm. A slight degree of surgical emphysema 
is a common sequel. The main complication has 
been severe empyema, either early or late. This has 
resulted in death in from 7 to 8 per cent of cases. 
The operation should not be attempted in the pres- 
ence of pleurisy or in cases with bands thicker than 
1 cm. 

The object of pneumolysis is to produce a localized 
collapse of the lung to compress cavities. The vari- 
ous media used to fill the space between pleura and 
chest wall include fat from the abdominal wall, 
lipomata, or omentum, paraffin wax with a small 
proportion of bismuth carbonate and iodoform, por- 
tions of the pectoral muscle, and gauze packs. 
Pneumolysis can be done as an independent pro- 
cedure or as a supplement to other operations; it is 
of no value in bronchiectasis as in this condition 
basal collapse is required and there is no point of 
counter-pressure. It is most valuable for uncollapsed 
apical cavities following thoracoplasty for tuber- 
culosis. Fat appears the ideal medium if enough of 
it can be obtained. As an independent procedure, 
pneumolysis does not give satisfactory results as 
the collapse is too localized. 

The original operation of simple division of the 
phrenic nerve has been modified because of the 
presence of accessory phrenic fibers which join the 
main stem after its entrance into the thorax. The 
average raising of the diaphragm after operation 
was stated by Felix to be 7 cm. at the end of in- 
spiration and 3 cm. at the end of expiration, and it 
is said that the lung volume is reduced by from 400 
to 800 c. cm. Phrenicotomy is indicated in tuber- 
culosis when the disease is subacute and the patient 
is too ill for major procedures or the disease in the 
better lung appears too extensive for artificial pneu- 
mothorax treatment. In _ bronchiectasis radical 
phrenicotomy has been followed by marked im- 
provement but rarely by a complete cure. It has 
proved valuable also in hemoptysis in this disease. 

The indications for thoracoplasty in tuberculosis 
are fibrotic disease with mediastinal displacement; 
cases in which artificial pneumothorax has been 
successfully carried out but reactivation resulted 
when the treatment was discontinued (in these cases 
pleural adhesions generally prevent further pneumo- 
thorax treatment); certain cases of long standing 


disease with extensive cavitation; pleural effusions 
which recur in spite of other treatment; true tuber- 
culous empyemata unassociated with secondary in- 
fection; and recurrent hemoptysis resistant to other 
forms of treatment. The disease must be mainly 
unilateral. There must be no signs of recent activity 
in the “‘better”’ lung unless they are minimal and 
considered to be the result of a spread of the condi- 
tion from the other lung. Cavitation in the better 
lung contra-indicates operation. In general, there 
should have been no spread of the disease in the 
better lung as shown by the physical signs or X-ray 
examination during the three months preceding 
operation. 

As a rule thoracoplasty is inadvisable before the 
fourteenth year of age as in the contracting fibrotic 
type of disease the chest wall tends to fall in. Ad- 
vanced lesions of the cardiovascular system are 
contra-indications unless the cardiac embarrassment 
is due to mediastinal] displacement. Moderate laryn- 
geal lesions do not prevent operation, but tuber- 
culous lesions in other parts—especially the intes- 
tines, kidneys, bones, and joints—are generally 
accepted as contra-indications. 

In Edwards’ own series of cases the two-stage 
operation has been done as a routine procedure as 
the shock and absorption of toxins into the cir- 
culation are less when the compression of the lung 
is gradual. The interval between the stages is about 
three weeks. Jacos S. Grove, M.D. 


Yates, J. L.: The Rationale of Operations Helpful 
in Promoting Recoveries from Pulmonary 
Tuberculosis. Arch. Surg., 1927, xiv, 369. 


All who escape untimely death from other causes 
are infected with tubercle bacilli, but the majority 
are insusceptible and develop no recognized evidence 
of the infection. The primary aims of treatment 
are to prevent the insusceptible from becoming 
susceptible, to lessen susceptibility, and to re- 
strict exposures to infection. Secondary objectives 
are to employ without delay every method of check- 
ing the disease, to help the patient to approach as 
closely as possible the status conferring insuscepti- . 
bility, and to maintain the highest level of im- 

rovement. Local lesions are the points where the 

attles against the bacteria are won or lost, and the 
outcome of the struggle depends almost entirely 
upon the quality and quantity of blood delivered 
to these areas. 

Improvement of the quality and maintenance of 
the volume of blood are brought about by rest, a 
suitable diet, exposure to sunlight, and repeated 
transfusions of unmodified blood. According to 
Cloetta, an increased amount of blood is obtained 
with the least cardiac labor when intrapleural 
negative pressures are reduced but not abolished. 
Experimental and clinical observations have shown 
that the optimum reduction in intrapleural negative 
pressure follows inactivation and consequent up- 
ward displacement of the diaphragm. Under such 
conditions, the lung continues to function and 
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there is neither hyphemia nor cellular deterioration 
from the lack of use. The improved circulation 
causes an increase in the pleuropulmonary resistance 
and repair. This defense reponse can be induced by 
blocking the transmission of motor impulses through 
the phrenic nerve. 

Another factor of importance is individual com- 
petence, the ability to develop energy in excess of 
the amount required to support inactive existence. 
This depends upon internal respiration which is 
commensurate with vital capacity. As vital capac- 
ity is materially reduced by inactivation of the 
diaphragm, it is wise, whenever feasible, to induce 
a temporary block of the phrenic nerve rather than 
a permanent diaphragmatic paralysis in order that 
if the patient recovers he will not be irreparably 
handicapped by the treatment. 

The after-care requires constant watching with 
periodical physical and roentgen-ray examinations, 
determinations of the vital capacity, and blood 
examinations. Occasionally these will reveal in- 
cipient recurrences and at such times a transfusion 
will accomplish much. 

Thoracoplasty is only a means to aid the healing 
of a local lesion and should be avoided if possible 
because it produces permanent impairment of ex- 
ternal respiration with reduction of the vital capac- 
ity. If measures to improve the quality of the 
blood and the induction of paralysis of the dia- 
phragm are not followed by improvement in a 
month or two, ribs may be removed, a few at a 
time, from below upward or vice versa. ‘The resec- 
tions should extend from behind the angles forward 
to include some of the costal cartilages. ‘This pro- 
duces the maximum effect with each resection and 
helps to limit the number of ribs that must be 
removed. 

Another objective in the treatment should be 
the eradication of irreparable lesions interfering 
with recovery. In a considerable number of cases 
healing occurs in all but a few larger lesions con- 
fined to one lobe, frequently the upper lobe. In 
such cases lobectomy is indicated and is feasible if 
performed with the cautery as described by Graham. 

In 100 cases treated during the last two years 
according to the plan described, very favorable 
results were obtained. Cuester L. Crean, M.D. 


Welles, E. S.: Accessory Thoracoplastic Operation 
for Collapse of Large Tuberculous Cavities. 
Arch. Surg., 1927, xiv, 384. 

A discouraging feature of the surgical treatment 
of pulmonary tuberculosis is the failure of apical 
abscesses to collapse completely following para- 
vertebral thoracoplasty. A small cavity will persist 
and cause the patient to raise considerable sputum. 
To operate again in the back and remove further 
sections of ribs is a difficult procedure the results of 
which are often disappointing. Anterior apicolysis 
is probably the operation of choice, but is quite 
difficult and associated with great risk. As a sub- 
stitute for these measures the author advocates an 


operation consisting in the removal of further 
sections of the upper ribs through an axillary 
incision. 

The patient lies on his back with his arm extended 
above his head. An incision is made in the anterior 
axillary line beginning at the tendinous portion of 
the pectoralis major and extending downward to 
the sixth or seventh rib. No muscles, large vessels, 
or nerves are encountered, and the ribs are promptly 
exposed. Beginning with the fourth rib, the ribs 
are bared forward to the cartilages and backward 
to the cut ends left by the posterior thoracoplasty. 
The entire third, fourth, fifth, sixth, and probably 
the seventh rib is removed, depending upon the 
location and size of the cavity. In some cases the 
removal of only a piece of the second rib is sufficient. 
The wound is closed with a subcutaneous layer of 
catgut and the skin sutures. A rubber drain is 
brought out through a stab wound in the posterior 
axillary line. A large pad of dressing is then applied 
and held tightly in place by adhesive strips running 
from the sternum to the spine. There is very little 
shock. Patients have been able to leave the hospital 
within a week after the operation. 

Cuester L. Crean, M.D. 


Hedblom, C. A.: Uncomplicated Unilateral Bron- 
chiectasis; Late Results of Extrapleural Thora- 
coplasty. Arch. Surg., 1927, xiv, 380. 

Uncomplicated bronchiectasis is that form show- 
ing characteristic changes in the bronchial tree with- 
out any parenchymal changes. The clinical symp- 
toms are purulent sputum with a chronic paroxysmal 
cough, clubbing of the fingers, and more or less 
debility. The X-ray picture is characteristic. 
Recurrent attacks of fever and rapid loss of weight 
indicate involvement of the parenchyma. 

Only unilateral cases of bronchiectasis are suitable 
for surgical treatment. As the series of cases reported 
were observed before the introduction of iodized oil, 
the unilateral condition was diagnosed from the 
physical and X-ray findings. 

The extrapleural thoracoplasty which is of benefit 
in bronchiectasis consists in complete resection of 
the entire length of the lower ribs from the lowest 
up to and including the third or fourth rib. 

In tuberculosis, in which the pathological process 
is most marked at the apex, a paravertebral resec- 
tion of all of the ribs, including the first rib, is 
indicated. 

Hedblom reports fourteen cases, seven reported 
previously and seven which have been observed 
since his previous report. The seven most recent 
cases are described in detail, whereas those reported 
previously are described only briefly. 

Eight of the fourteen patients were females. 
Five patients were under 20 years of age. The 
youngest was 12 years old. Seven were between 20 
and 30 years of age. One was 32 and one 46 years 
old. In four cases the symptoms dated from infancy; 
in the others they had been noted for from two to 
nine years. The base of the right lung was involved 
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in seven, and the base of the left lung in seven. The 
maximal amount of sputum was under 200 c.cm. 
in one, between 200 and 500 c.cm. in ten, and 
between 500 and 1,000 c.cm. in two. In one case, 
hemoptysis was the chief symptom. 

The X-ray findings were characteristic in twelve 
cases. Extrapleural thoracoplasty was done in all 
under combined regional and nitrous oxide oxygen 
analgesia with alcohol injection of the nerve trunk 
close to the spine. In most cases the full length of 
the lower ribs, usually from the third to the eleventh, 
was resected. In one case pneumonia developed 
following the fourth stage of the operation; in 
another, empyema developed after the second stage. 
Pleurisy with sterile effusion developed in two of 
the cases without interfering with the operative 
treatment. 

There were no fatalities following the operation. 
In all cases there was marked improvement with a 
decrease in the cough and sputum and a gain in 
weight. In four cases the sputum decreased from 
between 200 and 500 c.cm. to 15 ¢.cm. or less in 
twenty-four hours; in three, from between 500 and 
1,000 c.cm., 240 and 300 ¢.cm., and 250 and 300 
c.cm. respectively to from 60 to go c.cm. in twenty- 
four hours. All of the patients were followed for at 
least three years after the operation. Three have 
died—one of hemoptysis, one of actinomycosis, and 
one from acute poisoning. 

Hedblom believes that extrapleural thoracoplasty 
is usually without danger. It produces a collapse of 
the pathological structures even though it does not 
eradicate the disease. The patient is greatly re- 
lieved, as evidenced by a decrease in the cough and 
sputum. When the symptoms persist, a cautery 
lobectomy or resection of the lobe can be done at any 
time. The operation should be carried out only in 
cases of undoubted bronchiectasis. When the 
bronchiectasis is complicated by multiple or multi- 
locular pulmonary abscesses the response to the 
graded type of thoracoplasty is poor and the mor- 
tality is high. 

In the discussion of this report, LILmeNTHAL 
stated that although he did not at first agree with 
Hedblom that a graded thoracoplasty is indicated in 
the treatment of bronchiectasis, he now believes 
that it offers a great deal. He reported two cases in 
which it caused decided improvement. In a third 
case the result of the treatment was not satisfactory 
as the bronchiectasis was complicated by pulmonary 
abscess. 

MEVER suggested ligation of the pulmonary artery 
as a preliminary procedure before thoracoplasty. 
He reported a case in which this alone was done. 
The patient refused a thoracoplasty, but today is 
completely cured. 

HARRINGTON reported that his results agree with 
those of Hedblom. He has been cautious, however, 
in the use of. iodized oil in cases in which surgical 
collapse was contemplated. The operation per- 
formed in most cases consists in extensive removal 
of the ribs. ALTON OcHsNER, M.D. 


Miller, J. A.: Medical Aspects of the Treatment of 
Abscess of the Lung. JN. Vork State J. M., 1927, 
XXVii, 43. 

Lambert, A. V. S.: Pulmonary Abscess and Its 
Treatment from the Surgical Standpoint. 
N. York State J. M., 1927, xxvii, 47. 


MILLER describes a system of management rather 
than a method of treatment for cases of abscess of 
the lung. The treatment involves strictly medical 
supervision for careful study, including physical and 
X-ray examinations, careful measurement of the 
amount of the sputum, a study of the cough which 
produces it, the bacteriology of the sputum, the 
behavior of the temperature, and the progress of all 
of these factors during at least one week of careful 
observation. The primary and basic treatment is 
absolute bed rest combined with postural drainage 
for weeks or months. In the after-care, rest in a 
recumbent position is necessary at first for consider- 
able periods each day. These periods are gradually 
diminished until a normal degree of active life is ob- 
tained and a permanent cure effected. 

Cough with the expectoration of pus occurs in all 
cases of lung abscess in which there is a communica- 
tion of the abscess with a bronchus. Certain posi- 
tions of the body will very frequently favor more 
complete emptying of the cavity by the cough. The 
patient is completely inverted with the head hanging 
down to the floor by bending at the waist over the 
edge of a bed. A twist of the body to bring the 
affected side to a higher level than that of the 
opposite side is often desirable. This posture should 
be assumed at regular intervals, usually every three 
or four hours at first, and maintained for periods 
ranging from five to fifteen or twenty minutes. The 
discomfort felt in the head from the inverted 
position quickly ceases and patients rarely complain 
of it after the first day or two. The effect is very 
striking when the treatment is successful. 

It is generally recognized that many of the 
secondary bacterial invaders in pulmonary abscess, 
which are responsible for the characteristically foul 
odor of the sputum, are the anaerobic organisms, 
many of which are spirochetes. Very frequently the 
use of neosalvarsan in comparatively small doses, 
beginning with 3 decigrams and repeating at from 
five- to seven-day intervals with increasing doses up 
to a maximum of 9 decigrams, will very materially 
improve the condition by clearing up the amount of 
cough and foul expectoration. 

In many cases, bronchoscopy may facilitate drain- 
age when it is not promptly established by rest and 
posture. 

Artificial pneumothorax carries with it too great a 
risk to warrant its employment as a routine proce- 
dure in the treatment of lung abscess; however, with 
a fortunate combination of circumstances, especially 
in lesions situated near the hilum, brilliant results 
may be obtained by its use. 

If a case of acute or subacute abscess has not made 
very considerable progress toward cure at the end of 
a month or six weeks of medical treatment, it is not 
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likely that an absolute cure will result from medical 
treatment alone and operation is indicated. In 
Miller’s experience about 50 per cent of the cases 
eventually come to operation, but because of pre- 
liminary medical care the surgical mortality has been 
materially reduced to 1o per cent whereas previously 
it ranged from 30 to 70 per cent. 

LaMBERT describes lung abscess as a particular 
type of pulmonary infection, a suppurative pneu- 
monitis, the characteristic lesion of which is a 
cellulitis of the parenchyma of the lung with a break- 
ing down of the walls of the alveoli and the forma- 
tion of a cavity filled with the products of this necro- 
sis which from time to time may be coughed up if 
there is a communication with the larger branches 
of the bronchial tree. This cellulitis of the lung 
parenchyma gives rise also to an oedematous swelling 
of the alveolar walls with an infiltration by leucocytes 
and an exudation of serum into the alveolar spaces 
in a zone of varying extent about the central necrotic 
focus. The alveoli in the immediate neighborhood 
of the central focus are usually collapsed with their 
walls in contact, and it is this zone of collapsed al- 
veoli which is frequently spoken of as the wall of the 
abscess. The exact nature of the wall depends 
largely upon the duration of the abscess, since after 
a prolonged period of suppuration the collapsed 
alveoli lose their respiratory epithelium and become 
connective tissue strands, the interstices of which 
may harbor many bacteria. Such a group of alve- 
oli are not capable of re-aeration and account for the 
shadows present in the X-ray picture long after 
the symptoms of the disease have disappeared and 
the patient is apparently cured. The bacteria may 
remain in the tissues a long time and account for the 
recurrences of the disease so frequently developing 
in patients who insist on too much activity too soon 
after an apparent cure. 

Such a focus, when first seen, is usually considered 
pneumonia and is not correctly diagnosed until a 
free communication with a larger bronchus has 
become established. 

The chief essential of successful treatment of lung 
abscess is drainage. Of Lambert’s series of patients, 
50 per cent recovered completely under the more 
conservative forms of treatment without operation. 
The ideal time at which to drain a lung abscess 
through the chest wall is when the zone of exudative 
inflammation has seen reduced to the minimum and 
the central cavity is surrounded by a series of col- 
lapsed vesicles representing a more or less discrete 
wall. This condition may be attained best by con- 
servative methods of postural drainage aided by 
bronchoscopy in suitable cases and absolute bed 
rest. 

It is important to establish the exact location of 
the abscess and, if possible, the point where it is 
nearest the chest wall. In the choice of an anes- 
thetic, nitrous oxide with oxygen or ethylene with 
oxygen are the best general anesthetics. General 
anesthesia has the advantage that if collapse of the 
lung occurs because of the lack of adhesion, the 
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lung may be blown up and the danger of a possible 
shift of the mediastinum thereby decreased. 

When the chest is opened by the resection of a 
liberal portion of one or more ribs, the presence or 
absence of adhesions should be ascertained. If no 
adhesions are present, it is wise to pack the wound 
with gauze and wait for from three or four days to a 
week until the two layers of pleura adhere. ‘There is 
danger of establishing a severe type of empyema if 
the abscess is opened when a pneumothorax is 
established; the smallest opening may prove dis- 
astrous. 

The use of the aspirating needle on the unopened 
chest to establish the diagnosis is an unjustifiable 
procedure for the same reason. The patient should 
be kept on the side operated upon until his respira- 
tory equilibrium has been completely re-established 
and the bronchial tree has been emptied of secretion. 

Morris H. Kaun, M.D. 


Papin, F.: Two Cases of Stripping of the Parietal 
Pleura for Pulmonary Suppuration (Deux cas 
de décollement pleuro-pariétal pour suppuration 
pulmonaire). Bull. et mém. Soc. méd. de chir., 1926, 
lii, toro. 

Courcoux, A., and Desplas, B., and Roux-Berger, 
J. L.: Old Chronic Suppuration of the Right 
Lung; Pleurolysis; Cure Maintained for Six 
Years (Suppuration chronique ancienne du poumon 
droit; pleurolyse; guérison maintenue depuis six 
ans). Bull. et mém. Soc. méd. de chir., 1926, lii, 1012. 

PaPIn reports the case of a patient 41 years of age 
who, after an attack of grippe, suddenly expectorated 
a large quantity of very foetid brown pus during an 
attack of coughing. Physical and X-ray examination 
revealed a cavity in the apex of the right lung. 
Bacteriological examination showed no_ tubercle 
bacilli but a mixture of micro-organisms including 
some which resembled pneumococci. The patient’s 
condition became progressively worse. 

Under light chloroform anesthesia, Papin re- 
sected the second cartilage and rib on the right side 
to just beneath the clavicle, and through the breach 
so made, after total suppression of the anesthesia, 
stripped the parietal pleura away entirely except 
just in front of the spine. A cavity the size of a fist 
was exposed. Obliteration of the cavity was main- 
tained by the introduction of severa] gauze packs. 
Antigangrene serotherapy was given. 

The gauze packs were changed from time to time 
and gradually removed. At the end of three weeks 
healing had occurred. After the fourth day the 
temperature remained normal. The expectoration 
steadily decreased after the operation and ceased in 
about a month. The cavity closed gradually by 
secondary intention. The healing was demonstrated 
by the X-ray. A year later the patient had gained 
weight and was well and at work. 

The second case reported by Papin was that of a 
pregnant woman 32 years of age who developed 
pain in the chest, chills, fever, and the expectoration 
of very foetid sputum after an attack of tonsillitis. 
Physical and X-ray examination revealed a cavity 
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with a fluid level in the upper third of the left lung. 
‘The opacity in the roentgenogram extended forward 
to the second and third ribs. 

Under chloroform anesthesia Papin resected the 
second rib on the left side in front of the anterior 
axillary line and, after stopping the anasthesia, 
stripped the parietal pleura away except behind. 
At the end of this procedure a small pleural tear 
occurred. This was sutured and the wound packed 
with gauze. 

After a very stormy day due to pneumothorax, 
the patient’s condition progressed favorably for a 
week On the eighth day, premature delivery oc- 
curred. The operative wound suppuiated abun- 
dantly and an infected pneumothorax secondary to 
the operative wound developed. One week after 
delivery the patient died of infectious pneumonia. 
Autopsy revealed an infected pleuroparietal wound 
leading to a suppurating intrapleural cavity. 

Courcoux and DespLas report the case of a 
man aged 46 years who sustained a shell wound of 
the right shoulder and lung. No operation was per- 
formed. ‘The following year the wound fistula ex- 
truded a bone sequestrum. For five years the 
chronic suppuration persisted with periods of exac- 
erbation and more or less abundant expectoration of 
sputum containing pus, pneumococci, staphylococci, 
the pneumobacillus of Friedlander, and numerous 
anaerobic organisms. No tubercle bacilli were 
found. Physical and X-ray examination showed 
two cavities surrounded by sclerosis in the upper 
Jung. ‘The cavities opened into one or more bronchi, 
but did not drain well. 

The authors established extrapleural compression 
by pleurolysis. Under local anwsthesia, a 1o-cm. 
incision was made over the second rib lateral to the 
costochondral articulation. The very thick pleura 
was found completely adherent to the lung. Several 
lung punctures gave the impression of entering a 
cavity without fluid about 3 cm. deep and _ sur- 
rounded by hard calcified tissue. With a vaseline 
gauze compress over the finger, the parietal pleura 
was stripped away from the posterior axillary line to 
the fifth rib below, to the sternum, and up over the 
apex. The collapse of the lung persisted even during 
deep inspiration. At the end of expiration the 
operative cavity measured about 5 cm. ‘The lung 
collapse was maintained by two gauze packs with 
two large rubber drains. 

Postoperatively the wound discharged abundant 
serous fluid until the drains were removed. On the 
twentieth day the wound was cicatrized without a 
fistula. ‘wo months after the operation the patient 
returned to work. During the five years since the 
operation his general health has been excellent and 
he has had no cough, expectoration, pain, or respira- 
tory trouble. The thorax presents some retraction 
with hollowing in the infraclavicular region where 
percussion flatness and blowing respiration without 
rales are noted. The X-ray shows at the right apex, 
below the clavicle, two clear spaces surrounded by 
sclerotic tissue. The apex is flattened and the 


trachea deviated toward the right. Hence, according 
to the physical and X-ray signs, the cavities persist, 
but under compression have emptied and are no 
longer suppurating. 

In the discussion of these reports, MourE stated 
that he had done parietopleural stripping for a cavity 
of the left apex. The operation was simple and with- 
out accident and the obliteration was perfectly 
accomplished with a gauze pack, but the patient 
died of cardiac collapse the same day. Moure be- 
lieves that cardiac compression was produced by a 
too tight pack. 

Roux-BERGER reported that he had never ob- 
served an accident from gauze compression, but that 
the use of the pessary of Gariel requires great cau- 
tion. In his opinion the duration ot the compression 
of the lung should depend upon the temperature, 
the expectoration, and the absence or presence of 
retention at the level of the packs introduced after 
the decortication. He emphasized the necessity of 
creating a pleural symphysis, if it is not already 
present, before stripping away the parietal pleura, 
and suggested for this purpose pneumopexy, pack- 
ing, or methods of producing pleural irritation. 
Pneumopexy and packs will permit the pleural 
layers to unite over a limited surface sufficient for 
the opening of a well-localized lung abscess or 
hydatid cyst, but probably not suflicient for exten- 
sive parietopleural stripping. 

TUFFIER stated that in a case of large pulmonary 
cavity in the right interscapular region he first per- 
formed a phrenicotomy and several months later 
resected from 8 to 10 cm. of four ribs in the retro- 
axillary line and stripped the parietal pleura. ‘The 
suppuration was cured and the patient’s general 
condition is now excellent ‘Tuflier emphasized that 
all of the operations of collapse therapy prove the 
important réle of mechanical conditions in persist- 
ence of the lesion. 

Picor stated that inability to locate the focus 
exactly and the presence of multiple abscesses are 
indications for pleural stripping. 

Papin and Roux-Berger both reported deaths 
secondary to stripping of the parietal pleura beyond 
the pleural symphysis. They believe that thoraco- 
plasty should be reserved for tuberculosis or old 
non-tuberculous conditions with considerable sclero- 
sis, and that temporary obliteration by packs or air 
balloons may be used for other lesions. 

Wacter C. Burket, M.D. 


Hearn, W. P., and Clerf, L. H.: Postoperative 
Massive Collapse of the Lung. Ann. Surg., 1927, 
Ixxxv, 54. 


The first description of massive collapse of the 
lungs and its occurrence as a postoperative complica- 
tion was made by Pasteur. This condition may be the 
result of a stop-valve obstruction of a bronchus by 
mucus plugs and can be considered an obstructive 
atelectasis. 

Hearn and Clerf report the case of a child 8 years 
of age who was operated upon for the closure of a 
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gastrostomy fistula which had been formed because 
of extensive lye burns and cicatricial stenosis of the 
cesophagus. The patient took the anesthetic 
poorly; there was an annoying short, irritative 
cough, and considerable trouble was caused by 
secretions in the mouth and throat. About thirty- 
six hours after the operation the temperature 
gradually rose to 103.4 degrees F. The physical 
— suggested pneumonia involving the left lower 
obe. 

' Bronchoscopy for diagnostic purposes was per- 
formed without anaesthesia seventy-two hours 
after the operation and about eight hours after a 
— of massive pulmonary collapse had been 
made. 

The right bronchus seemed normal and was free 
from secretion, but in the trachea and left bronchus 
a large quantity of very thick, tenacious, yellow, 
odorless secretion was found. The mucosa of the 
left bronchus and its subdivisions showed marked 
inflammation. When first observed, the lumen of 
the left bronchus was completely occluded by the 
secretion, and no air entered the left lung. The 
bronchial walls did not move with the respiratory 
movements. Following aspiration of the secretion, 
the bronchial lumen was seen to dilate and contract 
with inspiration and expiration, a striking change in 
the physical signs was observed, breath sounds be- 
came audible over the entire left lung, and many 
coarse rales were noted. 

Roentgen-ray examination of the chest was made 
one hour after the bronchoscopic examination. The 
left lung was found to contain a considerable quan- 
tity of air. There was more air in the lung at inspira- 
tion than at expiration. ‘This indicated definitely 
that some obstruction had been removed from the 
left main bronchus at the time the bronchoscopy 
was performed. 

After eighteen hours all of the physical and X-ray 
signs of pulmonary collapse recurred. A second 
bronchoscopic examination showed findings prac- 
tically identical with those made at the first one. 
After the removal of thick secretion with the aspira- 
tor, bronchial movements were again observed and 
the air seemed to enter the left lung freely. On the 
eighth day after the operation there seemed to be an 
increase in the pulmonary collapse and- only 414 
c.cm. of secretion could be obtained. The endo- 
bronchial appearance showed no change over that 
noted at the time of the previous examinations. 
While there was no increase in the activity of the 
cough reflex and the patient’s general appearance 
showed striking improvement, the physical signs 
and roentgenographic findings showed a recurrence 
of the collapse. 

It was decided that more frequent bronchoscopic 
aspiration was necessary. Aspirations were there- 
fore done on the seventeenth, nineteenth, and 
twenty-third days after the operation. The secre- 
tion became progressively less tenacious, and the 
physical signs showed a return to almost complete 
lung function. Morris H. Kaun, M.D. 
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(ESOPHAGUS AND MEDIASTINUM 
Steward, F. J., Souttar, H. S., Abel, A. L., and 
Layton, T.: Discussion on the Treatment of 
Cancer of the @sophagus. Proc. Roy. Soc. Med., 
Lond., 1927, Xx, 241. 

In the palliative treatment of carcinoma of the 
oesophagus, STEWARD prefers early gastrostomy to 
dilatation of the stricture or the passage of tubes. 
Early gastrostomy seems to lessen the irritation of 
swallowing and prolong life. 

For cure, radium and surgery are to be considered. 
The use of radium will cause a large carcinomatous 
ulcer to disappear, but recurrence is almost certain 
to follow. In many cases insufficient dosage seems 
responsible for failure, and the only hope lies in 
intensive treatment over a longer period of time. 
Guisez employs three tubes in a hollow bougie and 
gives about 5,000 mgm.-hrs. exposure. 

Surgical excision of the growth has been attempted 
by various methods, but has been rendered unsuccess- 
ful by infection of the mediastinum and difficulty in 
mobilization of the cesophagus and in subsequent 
suture at the time of reconstruction. 

Steward reviews three cases reported by Torek, 
Lilienthal, and Eggers which were treated success- 
fully from the operative standpoint, but in two of 
which death resulted from recurrence. ‘Torek’s pa- 
tient lived for twelve years. Two of Steward’s 
patients survived the operation but died shortly 
afterward from complications, and another survived 
the operation only eight hours. Steward favors the 
posterior approach of Lilienthal. 

Steward believes that with improvement in the 
technique better results may be expected as an 
early diagnosis is possible and the disease usually 
remains localized to the oesophagus and is associated 
with little secondary lymph-node involvement. 

Soutrar disagrees with Steward as to the opera- 
bility of these cases, pointing out that as a rule the 
condition is inoperable at the time dysphagia occurs. 
In a series of 100 cases the average duration of 
symptoms was four and a half months. Not more 
than 5 per cent of cases coming to the surgeon are 
operable. On the other hand, intubation offers a 
period of comfort of from five months to two years, 
during which time the patient is able to swallow 
soft and thoroughly masticated foods. Souttar 
employs a tube of German silver wire which, to 
prevent regurgitation, is flattened and twisted into 
a spiral. In the introduction of the bougie the ceso- 
phagoscope is employed. Dilators of different sizes 
up to 11 mm. are used and the tube is finally slipped 
into place. Regurgitation of the tube has not oc- 
curred, and the results compare favorably with 
those of gastrostomy. 

Layton believes that although the cases which 
are to be considered operable are few, surgery has a 
definite place. In many cases intubation after the 
method of Souttar gives relief. Gastrostomy, when 
indicated, should be done early, apd all patients 
should be made edentulous. 

J. Pickett, M.D. 
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Frey, S.: The Dangers of Radium Irradiation of 
(Esophageal Carcinoma (Gefahren bei der Ra- 
diumbestrahlung des Oesophaguscarcinoms). Zen- 
tralbl. f. Chir., 1926, liii, 1890. 


Of the numerous methods for radium irradiation 
of carcinoma of the oesophagus, the introduction of 
the radium according to the principle of the endless 
bougie has proved to be the most reliable and suc- 
cessful. This technique, which was developed by 
Kurtzahn, has been used exclusively at the Koenigs- 
berg University Surgical Clinic since 1920. How- 
ever, in two of the 200 cases in which it has been 
employed an accident occurred. In both instances 
the cap of the metal tube came off and a radium tube 
containing 30 mm. of the element remained in the 
gastro-intestinal tract. In one case examination 
with a barium platinocyanide screen in the dark 
room showed that the radium had not changed its 
position at the end of sixteen hours. An attempt 
was therefore made to remove it by operation in 
order to prevent a radium burn, but it could not be 
found. The patient died eight days later of broncho- 
pneumonia. At autopsy no burn was found in the 
gastro-intestinal tract. 

In the other case the tube was expelled from the 
bowel after twenty-four hours, and the patient 
showed no evidence of any harm. 

After these two accidents the construction of the 
radium carrier was so changed that the filtration 
capsule is now held to the tube by means of a screw 
which is tightly fastened in by means of a screw 
driver. Both the screw and the metal tube are per- 
forated, and when the screw is tightly turned into 
the tube, the two holes lie over each other. Through 
these openings is drawn a thread which further in- 
sures a good closure. 

The author has come to the conclusion that fol- 
lowing an accident of the kind described, an attempt 
at operative removal of the radium is contra- 
indicated. Instead, conservative measures such as 
the use of a heavy diet and catharsis should be em- 
ployed as it is impossible to locate the tiny tube 
exactly and on account of protection afforded by the 
intestinal contents the danger of a burn is not great 
even when the radium remains in the gastro-intes- 
tinal canal for as long as seventy-two hours. 

Frey (Z). 


Lambert, A. V. S., and Berry, F. B.: The Medias- 
tinum: Paths of Extension of Infection from 
a Focus in the Mediastinum. Arch. Surg., 1927, 
xiv, 261. 


The authors have studied the mediastinum in 
order to correlate mediastinal shadows of doubtful 
interpretation in the X-ray picture with certain 
paths of infection. The embryology and anatomy 
of the mediastinum are reviewed. According to their 
relation to the pericardium, the mediastinal spaces 
are named the prepericardial, postpericardial, supra- 
pericardial, right, and left pericardial spaces. 

In the investigations reported the spinous proc- 
esses and the lamina of the first, second, and 


third dorsal vertebra were removed, together with 
the portion of the spinal cord exposed, and an 18- 
gauge needle was passed through the second inter- 
vertebral disk from behind forward until its tip had 
entered the suprapericardial portion of the mediasti- 
num. Then, by means of a syringe or by gravity, 
Gerota’s fluid was introduced (usually from 10 to 40 
c.cm., as only the cadavers of infants were used). 

From the mediastinal shadows in the roentgeno- 
grams the authors were able to ascertain that the 
fluid followed certain definite paths to and from the 
mediastinum, and that infection can follow the 
same course. The following conclusions are drawn: 

Infections may spread from a focus in the medi- 
astinum: (1) through the broad ligaments of the 
lungs beneath the visceral pleura and into the sub- 
stance of the lung down the larger branches of the 
bronchial tree; (2) posteriorly along the bodies of 
the vertebra to the endothoracic fascia outside the 
parietal pleura; (3) upward into the fascial planes of 
the neck; (4) downward into the retroperitoneal con- 
nective tissue; and (5) anteriorly beneath the 
sternum outside the anterior pleural reflections. 
Exudates in Zone 1 will give rise to roentgen-ray 
shadows. Exudates in Zone 2 show large fluid col- 
lections which seldom widen the normal mediastinal 
shadow. 

The histories of various mediastinal infections and 
neoplasms are given. Joun J. Maroney, M.D. 


MISCELLANEOUS 


Davidson, M.: Hezmoptysis of Obscure Origin: A 
Critical Account of Two Unusual Cases. Lancet, 
1927, CCxii, 122. 

Two cases of hemoptysis are reported. The cause 
in the first remained uncertain even though an 
exploratory thoracotomy was performed. In the 
second, the cause was shown by autopsy to be a 
primary carcinoma of the bronchus. 

In discussing the differential diagnosis, the author 
urges the use of the bronchoscope and X-ray pic- 
tures after the exclusion of tuberculosis, morbus 
cordis, and general hemorrhagic diseases. 

The study of hemoptysis of obscure origin should 
include a complete clinical examination, an X-ray 
examination with and without the use of lipiodol, 
and a bronchoscopic examination. 

Merte R. Hoon, M.D. 


Lemon, W. S.: The Physiological Effect of Phrenic 
Neurectomy. Arch. Surg., 1927, xiv, 345. 


In a series of experiments on dogs, either one or 
both phrenic nerves were severed. The behavior of 
the animal and the function of respiration were 
then studied by physical examination and the use 
of a recording device and the fluoroscope. The in- 
trapleural pressure was measured on both sides. 
The lungs, diaphragm, and phrenic nerves were 
examined at necropsy, grossly and microscopically. 

The operation itself is attended with little or no 
risk for the animal; it brings about no impairment 
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of his functions in general or of his respiratory func- 
tion in particular. The compensation is sufficient 
to overcome the loss in function of the half of the 
diaphragm or of that of the diaphragm as a whole 
when both phrenic nerves are severed; the animal is 
competent to carry on its usual activities without 
embarrassment or dyspnoea. The thoracic wall, 
both laterally and at the costal margins, apparently 
moves independently and the movement is not in- 
fluenced in direction or extent by paralysis of the 
nerve, regardless of the side operated on. Atrophy 
appears early in the diaphragm, but paralysis ap- 
pears at once. The paralyzed side can be deter- 
mined by fluoroscopic examination, but not by 
inspection or palpation of the chest nor by tambour 
readings of its movement. The paralyzed hemi- 
diaphragm rises approximately one interspace higher 
than its fellow and remains stationary or takes on 
short normal movements, or, in a few instances, 
paradoxical movements, so that it may be seen to 
rise in the thorax a short distance on inspiration 
and fall an equal distance on expiration. The 
paralysis on the side of the section is complete and 
the atrophy uniform. The line of demarcation be- 
tween the paralyzed and normal muscle ie distinct. 
The response to stimulation is lost throughout the 
whole of the affected hemidiaphragm. The muscle 
cells are reduced to approximately a quarter of their 
normal size. Fatty degeneration was observed, but 
no increase in connective tissue. It is possible that 
the connective tissue might have been increased in 
amount if the animals had been allowed to live 
more than five months after the operation. No 
observations were made over a longer period of time. 

The experimental work reported suggests that 
respiration is a complicated mechanism made up 
of the combined movements of various sets of 
muscles, each so controlled that co-ordination of 
movement is maintained, yet each so independent 
of the other that it may be put into dysfunction 
without disturbing the action of any others, singly 
or combined. Compensation is highly developed and 
a factor of safety; therefore the animal crippled by 
the loss of even so important a structure as the 
diaphragm may not only survive but be competent 
to live an active and normal life. The alternative 
presents itself for consideration. It may be true 
that the importance of the diaphragm has been 
overestimated. 

Section of one phrenic nerve causes paralysis and 
atrophy of the entire hemidiaphragm on the same 
side. After five months there is no evidence of cross 
innervation or regeneration. Moreover, the evidence 
seems clear that the periphery of the diaphragm 
throughout its whole circumference suffers atrophy. 
If the branches of the intercostal nerves innervate 
this portion, their usefulness would appear to be 
extremely small and insufficient to prevent atrophy 
equal to that in other and remote areas or to permit 
of contraction when the muscle is stimulated. 

Paralysis of one-half of the diaphragm fails to 
afiect respiration to the extent that aspiration of 


tracheal contents is prevented. The size of the 
thoracic cage is decreased in one dimension only. 
This reduction of volume produces no physiological 
alteration from the normal. 


Harrington, S. W.: The Surgical Treatment of 
Intrathoracic Tumors and Tumors of the 
Chest Wall. Arch. Surg., 1927, xiv, 406. 


Harrington reports in detail sixteen cases of tumor 
of the chest, either intrathoracic or parietal. In 
eleven the tumor was malignant and in five benign; 
in two cases of malignant tumor it was intrathoracic. 
The symptoms are analyzed and the diagnosis is 
discussed. 

The clinical differentiation of early malignant and 
benign tumors of the chest wall is difficult. When 
the diagnosis is doubtful, exploratory thoracotomy 
is indicated. 

Early radical extirpation of malignant tumors 
followed by radiotherapy instituted at the time of 
or immediately after the operation has given the 
best results. In cases of extensive disease, partial 
removal of the tumor followed by the use of radium, 
did not seem to prolong life or relieve the symptoms. 
Intrathoracic tumors at the apex of the lung may 
be exposed by cutting the clavicle. Large intra- 
thoracic tumors of the lateral wall of the thorax may 
be removed by a two-stage operation in the first 
stage of which measures are taken to wall off the 
general pleural cavity by the formation of adhesions 
between the visceral and parietal pleura around the 
tumor. 

Ethylene gas is a satisfactory anesthetic. It 
should be used with a positive-pressure apparatus as 
in any operation the pleural cavity may be opened. 

In six of the cases of malignant tumor there has 
been no recurrence and the patients are well from 
eleven to eighteen months after the radical removal 
of the tumor. In one case of intrathoracic tumor a 
small recurrent tumor was removed after six months. 
In three cases death followed recurrence within six 
months after the operation; all of these were cases 
of extensive malignant disease in children. There 
were no operative deaths. 


Eloesser, L.: Preliminary Artificial Pneumothorax 
in Operations on the Open Chest, with Clinical 
Observations on the Sensibility and Reflexes 
of Various Parts of the Lung and Various 
Methods of Anesthesia. Arch. Surg., 1927, xiv, 438, 


Eloesser regards local anesthesia with or without 
nitrous oxide analgesia as very satisfactory for 
operations on suppurative processes in the lungs and 
extrapleural operations. However, the methods of 
inducing anwsthesia in use at the present time are 
very unsatisfactory in cases with a normal pleura 
and mobile mediastinum. The main dangers are 
sudden collapse or expansion of the lung, the so- 
called “pleural reflex” (or, as Eloesser likes to term 
it, ‘pulmonary reflex”), and the cough. 

Sudden collapse or sudden expansion of the lung is 
dangerous because of the associated sudden varia- 
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tion in the blood thrown into or sucked out of the 
heart. Even with Branower’s method of inducing 
anesthesia, in which the lung on the unopened side 
of the chest is kept functionating while that on the 
side operated upon is collapsed—-a procedure as 
nearly ideal as any known at the present time —the 
operation is not without danger. 

The disadvantages of the positive pressure method 
are the patient’s inability to rid himself of the tidal 
air and the difficulty which the dilated lung causes 
the surgeon. 

Eloesser believes that it is possible to avoid the 
disadvantages of the methods used at the present 
time by inducing an artificial pneumothorax. When 
this is done the patient becomes accustomed to the 
change in pressure within the pleural cavity and a 
sudden collapse of the lung is prevented. 

Before the operation a suppurating lung full of 
secretions should be emptied. With the lung col- 
lapsed the surgeon is able to carry out his operative 
procedure unhindered. There is no respiratory or 
cardiac embarrassment 

Following the preliminary induction of artificial 
pneumothorax, which is usually done in three sit- 
tings, the operation is performed under local an- 
wsthesia induced either alone after an injection of 
morphine and atropine or in conjunction with rectal 
anwsthesia. The artificial pneumothorax is begun 
about a week or ten days before the operation. At 
the first sitting, ahout 750 c.cm_ of air is introduced. 
Two or three days later 1,000 ¢.cm. is introduced, 
and after two or three days more, another 1,000 
c.cm. At no time should the pressure within the 
pleural cavity equal zero, as the mediastinum must 
not be displaced toward the opposite side. Rectal 
anesthesia induced about forty-five minutes before 
the operation with 2 or 3 oz. of ether and 2 drachms 


of paraldehyde in 2 0z. of olive oil is successful in 
only about 75 per cent of cases; in the remainder 
the patient is made hyper-irritable by the procedure. 

Eloesser considers the mild inflammatory thick- 
ening caused by the presence of air in the pleural 
cavity as of distinct value because absorption is 
much less likely to occur from a thickened pleura. 

The author has induced a preparatory pneumo- 
thorax in eleven cases —five of intrapleural pneumol- 
ysis for pulmonary tuberculosis, two of bronchiecta- 
sis, three of oesophageal carcinoma, and one of 
exploratory thoracotomy for bronchial stenosis. 

The second great danger encountered in an open 
thoracotomy is a severe paroxysmal cough. The 
normal bronchial epithelium is so sensitive that 
merely touching it with a piece of cotton will cause 
severe coughing. This is dangerous for the patient 
and renders the operation diflicult for the surgeon. 
The cough reflex probably originates in the ciliated 
bronchial epithelium. ‘The epithelium of the ex- 
posed bronchi changes from the ciliated to the 
squamous, thereby losing the cough reflex. 

In order to abolish the cough reflex, Eloesser 
introduces into the bronchial tree 1 or 2 c.cm. of a 
4 per cent cocaine solution with adrenalin. In cases 
with a bronchial fistula it is injected directly into the 
fistula. In other cases it is injected into the trachea. 

Eloesser believes that the so-called “pleural re- 
flex” (in reality a pulmonary reflex) is brought about 
by the crushing or injury of one of the large vessels. 
He reports a case in which, during a cautery pneu- 
mectomy, a branch of the pulmonary artery was 
grasped with the forceps. Respiration and the heart 
action then stopped and it was impossible to re- 
vive the patient. Autopsy revealed nothing except 
marked dilatation of the right side of the heart. 

ALTON OCHSNER, M.D. 
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Keynes, G.: The Modern Treatment of Hernia. 
Brit. M. J., 1927, i, 173. 


While great progress has been made in the 
surgical treatment of hernia, recurrences are still 
frequent. 

Recurrences are prone to occur in direct inguinal 
hernia and oblique hernia in older persons whose 
muscles are atrophied and whose internal ring is 
stretched. 

In cases of direct inguinal hernia, the author uses 
a semicircular flap of the internal oblique layer of 
the rectus sheath. He turns this down to lie be- 
neath the spermatic cord and sutures it to the in- 
guinal ligament from the pubic bone to a point near 
the internal abdominal ring. 

In the large hernia of old persons the structures are 
sewed bebind the cord with sutures of fascia from 
the thigh. 

The author discusses the various methods em- 
ployed in dealing with femoral hernia and concludes 
by describing the operation from above through an 
This method of dealing with 
femoral hernia has been described by Moschcowitz. 
The sac is isolated and removed flush with the 
peritoneum, care being taken to avoid the bladder. 
The crural canal is closed by suturing the lower edge 
of the internal oblique to Gimbernat’s ligament and 
then doing a typical inguinal hernia repair. This 
method is recommended especially for strangulated 
femoral hernia. 

In the treatment of umbilical hernia the author 
utilizes the Mayo technique of transverse incision 
and overlapping of the layers, but uses strips of 
fascia lata as suture material. 

Keynes uses fascial sutures also in the treatment 
of postoperative herniz. 

I. Epwarp BisuKkow, M.D. 


Vigy4z6, G.: The Pathogenesis of the So-Called 
Inflammatory Tumors of the Omentum (Zur 
Frage der Pathogenese der sogenannten entzuend- 
Omentum-Tumoren). Gyégydszal, 1926, Ixvi, 

97+ 

A review of the cases of inflammatory tumors of 
the omentum reported in the literature (barely 100) 
shows variations from the standpoint of the patho- 
genesis, the clinical course, and the anatomical 
findings. 

Braun divides these tumors into: (1) the post- 
operative forms, (2) those not preceded by operation, 
and (3) the postoperative tumors usually following 
operations for hernia with resection of the omentum. 
French surgeons, as well as Schnitzler and Braun, 
have attributed the tumors to the action of ligatures 
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—usually silk ligatures, but occasionally also catgut 
ligatures—believing that either the ligature ma- 
terial was not sufficiently aseptic or that the ligation 
was done in already inflamed omental tissue. How- 
ever, omental tumors have been known to occur also 
following hernia operations in which no omental 
resection was done and also other types of opera- 
tions such as appendectomy, cholecystectomy, and 
operations on the stomach and uterine adnexa. 

The non-postoperative forms usually develop 
after inflammatory diseases of other abdominal 
viscera, and sometimes after the primary disease 
focus has healed (as after appendicitis, cholecystitis 
adnexitis, etc.). A third group of inflammatory 
omental tumors develop in the vicinity of foreign 
bodies such as swallowed needles or fishbones. 

On the basis of the clinical course, two groups 
can be differentiated. The chronic forms, those of 
the Schnitzler-Braun type, appear from a few 
weeks to a year after the operation and after pro- 
ducing more or less severe abdominal symptoms 
may disappear entirely under conservative treat- 
ment or soften in the center and on incision heal 
after the emptying of necrotic fat (an oily fluid), a 
silk ligature, or some other kind of foreign body 
(needle or fishbone). In rare cases symptoms of 
ileus may result from adhesions to the intestines. 

The second clinical type is the acute or Kuettner- 
Schmieden type which often begins with fulminating 
symptoms and is mistaken for an attack of appendi- 
citis or acute cholecystitis. By its sudden appear- 
ance the circumscribed necrosis of fatty tissue oc- 
curring in these cases suggests an embolic origin. 

The anatomical pictures presented by various 
omental tumors also show variations, but the path- 
ological substrate is always a central necrosis of the 
fatty tissue around which there is heaped up fibrin 
which undergoes organization centripetally through 
cell invasion and the formation of granulations. 

Closely related to the inflammatory omental 
tumors is torsion of the omentum. Both begin with 
necrosis of the fatty tissue and lead to tumor forma- 
tion (in the clinical sense) with fibrinous adhesions 
to the surrounding tissues. In torsion of the omen- 
tum the cause of the tumor formation is the initial 
compression of the veins which leads to stasis and 
hemorrhagic infarction due to the mobility of the 
arteries resulting from the increasing torsion. With 
the omental tumors of the Kuettner-Schmieden type 
there is embolic or thrombotic occlusion of the blood 
vessels which leads to similar pathologico-anatom- 
ical changes. In the remaining omental tumors the 
circulatory disturbances responsible for the changes 
are of an inflammatory nature. 

From his findings in studies on the spontaneous 
healing of crushing wounds of the liver in dogs, the 
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author has come to the conclusion that this healing 
is always brought about by adhesion of the omen- 
tum. As the result of his investigation regarding the 
influence that brings the great omentum to the 
wound in the liver, he assumes that since the 
omentum lacks contractile elements, the liver wound 
in some manner augments the lymph stream flowing 
toward the diaphragm, and that the augmented cur- 
rent washes the omentum passively to the liver 
wound, where it then becomes adherent. If this 


assumption were correct, not only the intact omen- . 


tum, but also the omentum isolated and dropped 
into the abdominal cavity would be washed against 
the injured liver. This, however, is not true. The 
isolated omentum dropped into the abdominal 
cavity remains where it falls, balls itself up into an 
omental tumor, and becomes attached to its sur- 
roundings. An omental tumor so formed is both 
macroscopically and microscopically an inflamma- 
tory omental tumor as it shows a central necrosis 
of the cellular tissue, fibrinous adhesions proceeding 
from the periphery and connective tissue organiza- 
tion from the surface. It has been possible to pro- 
duce a tumor-like structure corresponding to an 
inflammatory omental tumor only through the pro- 
duction of a circulatory disturbance such as occurs 
in cases of omental tumors of the Kuettner-Schmie- 
den type and torsion of the omentum in man. The 
production of such experimental omental tumors is 
always possible with ligation of all of the omental 
blood vessels or isolation (resection) of a piece of 
omentum. The ligation of a tag of omentum also 
results in an omental tumor distal to the ligature. 
That the formation of an artificial omental tumor 
does not require an abdominal milieu, is evident 
from the fact that a piece of omentum lodged pre- 
peritoneally, as in a Talma operation, and ligated at 
its place of exit from the abdominal cavity developed 
an omental tumor. Von LopMayver (Z). 


GASTRO-INTESTINAL TRACT 


Bainbridge, W. S.: Gastro -Intestinal Diverticula. 
Texas State J. M., 1927, xxii, 560. 

Diverticula of the gastro-intestinal tract are far 
more common than is generally supposed. They are 
divided into two classes, the congenital and ac- 
quired. The acquired are much more common than 
the congenital. The cause of these intestinal pouches 
is still more or less a matter of speculation. The 
most common of the congenital structures which 
remain in the adult intestine is Meckels diverti- 
culum, described in 1805 and present in 2 per cent 
of subjects. ‘This diverticulum varies in length and 
shape and is usually found from 2 to 4 ft. above the 
ileocecal orifice. Peptic ulcer may be present in 
diverticula in children. The most constant sign in 
this condition is intestinal haemorrhage. The only 
logical therapeutic measure is surgical removal of 
the diverticulum. 

‘There are three types of acquired diverticula, the 
inflammatory, the traumatic, and the evolutionary. 


The most widely recognized is the inflammatory. 
The traumatic and inflammatory types are closely 
related and may result from perforated ulcers and 
cicatrization. The evolutionary theory, advanced 
by Lane, is based on the disturbed mechanical rela- 
tions of the bowel consequent upon the assumption 
by man of the upright position. Such mechanical 
factors as constipation, enteroptosis, and continued 
distention of the intestinal canal may predispose to 
the formation of diverticula. 

Acquired diverticula are most common in the 
large intestine and next most common in the duo- 
denum. They may become acutely or chronically 
inflamed and may contain concretions and undergo 
malignant changes. 

Diverticula without symptoms cail for no treat- 
ment. Perforation with localized abscess or perito- 
nitis indicate prompt surgical intervention. Chronic 
thickening of the mass with subacute symptoms 
demands exploration. The diagnosis of a duodenal 
diverticulum may generally be, considered as in- 
dicating a surgical operation. 

Diverticula of the chronic type may be eliminated 
by such simple surgical procedures as cutting bands 
and straightening kinks, since by the freeing of 
angulations backward pressure is eliminated. Ex- 
treme cases may call for more radical surgery. 

Medical treatment consists in keeping the stools 
soft or liquid. If high enemas are used they must 
be given with great care and with minimal pres- 
sure. The administration of bismuth or barium by 
mouth twice weekly is beneficial. 

Cyrit J. GLasret, M.D. 


Burgess, A. H.: Cancer of the Gastro-Intestinal 
Tract. Brit. M.J., 1927, i, 1. 


In 1924 there were 50,389 deaths from cancer in 
england and Wales. Of these, 26,670—that is, more 
than one-half—were due to cancer of the alimentary 
canal, exclusive of the buccal cavity. 

Burgess states that the gradual onset of ‘‘indiges- 
tion’’ without obvious cause, especially in males 
beyond middle age, and persons not previously 
afflicted with dyspepsia, should always excite the 
suspicion of a carcinoma of the stomach, arising, as 
it does, ‘‘in the midst of health’? (Horder). On the 
other hand, a history of dyspepsia, even of many 
years’ length, does not exclude carcinoma as the 
latter may be engrafted upon a very chronic ulcer. 
In addition, loss of appetite, an uneasy feeling in 
the epigastrium, increased eructations of wind, 
nausea after and sometimes before the ingestion of 
food, and occasional slight vomiting may all be 
noted in the early stages of carcinoma of the stom- 
ach. The important point, however, is that in early 
malignancy these symptoms are but little if at all 
relieved by careful dieting, whereas in ulcer and 
other non-malignant dyspepsias, dieting gives con- 
siderable relief. 

The three most generally applicable special 
methods of physical examination are test meals, 
the search for occult blood in the stools, and X-ray 
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examination after a bismuth meal. The test meal 
is of undoubted value as one link in the chain of 
evidence, but the presence of free hydrochloric acid 
cannot be looked upon as excluding a malignant 
growth of the stomach and its absence cannot in 
itself be held to indicate the presence of such a 
lesion. The persistence of occult blood in the stools 
in a case considered on other grounds—clinical 
history, X-ray appearances, etc.—to be one of 
chronic simple ulcer is extremely suspicious of the 
supervention of a malignant change. 

In the operative treatment of gastric carcinoma 
the attempt should always be made to perform a 
radical operation. The first question to decide in 
a given case is whether any condition is present 
which removes all hope of a radical removal. Con- 
tra-indications to operation are: (1) enlargement of 
the liver, especially if it is associated with ‘“um- 
bilicated”’ nodules; (2) ascites of a degree sufficient 
to be detected clinically; (3) enlarged glands in the 
supraclavicular region, particulary on the left side; 
and (4) secondary peritoneal deposits engrafted, 
by gravity. upon the pelvic peritoneum and detect- 
able clinically on rectal examination as an induration 
of the rectovesical pouch. A mass palpable through 
the abdominal wall is frequently held to contra- 
indicate radical measures, but does not necessarily 
do so. Operability depends more upon fixity than 
palpability. 

Contra-indications to radical operation discover- 
able only after a laparotomy are: (1) small secondary 
deposits in the liver; (2) peritoneal deposits on the 
peritoncum of the rectovesical (or rectovaginal) 
pouch which are too small to be felt through the 
rectum; (3) secondary glandular deposits beyond 
the operative field; and (4) fixity of the stomach to 
other parts, especially the liver and pancreas. In 
some cases adhesions may be only inflammatory and 
superficial slices may be removed from the liver and 
pancreas with the growth. 

The early diagnosis of cancer of the colon is par- 
ticularly important because colonic cancer is one of 
the less virulent types of carcinoma; it usually runs 
a slow course, it is slow to invade the lymphatic 
vessels and glands, and it forms metastases chiefly 
in advanced cases. There are two main types of 
carcinoma seen in the colon: (1) a ‘cauliflower’ or 
fungating type, which rarely causes marked ob- 
struction of the bowel, but tends rather to be 
associated with ulceration and is situated mostly in 
the right half of the colon; and (2) the ‘‘ring- 
structure” type, most frequent in the left half, 
associated with marked obstruction, and rarely in- 
volving any large vertical extent of the bowel. 

The earliest symptoms of carcinoma of the colon 
are those indicative of defective action of the bowels. 
Periods of increasing constipation frequently alter- 
nate with short periods of diarrhoea. Later the 
more powerful peristalsis of the hypertrophied bowel 
proximal to the stricture causes colicky pains, at 
first very slight but gradually developing into defi- 
nite “cramps.” The “cauliflower” type of neoplasm 


is not usually associated with these evidences of 
obstruction, but tends to cause diarrhoea and the 
passage of mucus and blood by the anus. It is in 
this type that blood may be lost in small amounts 
over a long period of time and there may be such 
marked anamia as to lead to an erroneous diagnosis 
of pernicious anemia. 

The early physical signs are those of gradually 
increasing distention and hypertrophy of the bowel 

roximal to the site of the growth. The outlines of 
individual dilated coils are visible under the ab- 
dominal wall and a peristaltic wave passes at inter- 
vals along them. Too much stress cannot be laid 
upon the diagnostic importance of this combination 
of dilated intestinal coils with visible (or palpable) 
peristalsis; it invariably denotes the presence of 
intestinal obstruction. 

Burgess states that in the treatment of carcinoma 
of the colon the ideal at which we should aim is 
complete excision of the segment of the bowel con- 
taining the growth, together with its lymph-bearing 
area, followed by immediate restoration of the con- 
tinuity of the bowel. Contra-indications to this 
ideal treatment are: (1) secondary deposits in the 
liver; (2) metastatic peritoneal deposits—such as 
are especially likely to occur in the pouch of Douglas; 
(3) glandular involvement beyond the limits of 
practicable surgical removal, and (4) local extens’on 
and fixity. If a radical operation is definitely contra- 
indicated, a “short circuiting”’ (that is, lateral anas- 
tomosis) should be performed, provided there is a 
sufficient length of colon below the growth to permit 
approximation without undue tension. Only when 
a short-circuiting is quite impossible is it necessary, 
as a last resort to prevent future intestinal obstruc- 
tion, to fall back on colostomy proximal to the 
growth. In cases which are already associated with 
intestinal obstruction, measures for relief should be 
taken before radical extirpation with restoration of 
the continuity of the bowel is attempted. 

The early symptoms of rectal cancer are often 
indefinite, and are essentially those of a tumor of 
the colon. Pain is oeften completely absent in the 
early stages; when present, it may be felt in the 
rectum, in the sacrum, or over the lower abdomen. 
If a digital examination proves negative, a sig- 
moidoscopic examination should be made as the 
most common site of the growth is the rectosigmoid 
juncture, and this may not be reached by the 
examining finger. Jacos S. Grove, M.D. 


Hurst, A. F.: On So-Called Gastric Hypertonus 
and Gastroptosis, and Atonic Dilatation of the 
Stomach. Guy’s Hosp. Rep., Lond., 1927, \xxvii, 
22. 

The author believes that the types of stomach 
commonly described by roentgenologists as “ hyper- 
tonic” and “dropped” are incorrectly named, and 
that the term “gastroptosis” is inappropriate be- 
cause evidence of a true abnormality in position is 
wanting. In “gastroptosis” it is true that when the 
body is in the erect position the stomach falls from 
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the position it occupies when the body is recumbent, 
but every stomach does this and there is no evidence 
that it has fallen from a higher position than it once 
occupied in the erect position. 

Hurst believes that the difference between the 
hypertonic and dropped stomach is due to anatom- 
ical variations from the average normal length. 
There are just as great variations in the normal 
length of the stomach as there are variations in the 
normal length of the trunk and the limbs and in the 
weights of the brain and the heart. If the organ is 
short, it assumes the diagonal or almost horizontal 
position of the so-called hypertonic stomach, whereas 
if it is long, it assumes the vertical position with 
the steeply ascending pyloric part of the so-called 
dropped stomach. ‘These two types of stomach 
should be re-named respectively the ‘‘short”’ and the 
“long” stomach and should be regarded as nothing 
more than normal anatomical variations from the 
stomach of average length. 

The author doubts whether true hypertonus ac- 
tually occurs. There is a “hypotonic stomach” 
corresponding to the “atonic dilatation of the 
stomach” of the pre-roentgenological period, but 
this is rare and in the absence of organic disease is 
never of clinical significance, being found incidentally 
in routine roentgenological examinations. Severe 
hypotonus may occur as a complication of pyloric 
obstruction. In prolonged or neglected cases, true 
atony may result. 

The drop of the middle part of a long stomach 
» which occurs on the assumption of the erect position 
may give rise to symptoms, especially if it is asso- 
ciated with true hypotonus, but this can occur only 
when the peritoneal covering of the descending part 
of the duodenum is so taut that it does not allow the 
entire duodenum to drop when the subject stands 
erect. ‘The kink produced disappears when the re- 
cumbent position is assumed. The condition is anal- 
ogous to nephroptosis with Dietl’s crises. 

In Hurst’s opinion, the “orthotonic stomach” of 
Schlesinger should be called the stomach of average 
length. Jacos M. Mora, M.D. 


Strachauer, A. C.: Congenital Hypertrophic Py- 
loric Stenosis. Ann. Surg., 1927, Ixxxv, 67. 


In congenital hypertrophic pyloric stenosis the 
pyloric region is occupied by a sharply defined 
tumor mass of unknown etiology, measuring from 
7% to 1% in. in length and from 5% to ©/g in. in 
diameter. It is of a firm, nearly cartilaginous con- 
sistency and covered by smooth glistening perito- 
neum free from adhesions. As compared with the 
remaining portions of the stomach and duodenum 
it is of a whitish, pale color. Pathologically it repre- 
sents massive hypertrophy of the circular muscu- 
lature of the pylorus. Up to the third month of age 
the hypertrophied circular muscle measures from 
3 to 7 mm. jn thickness. As a result of the tumor 
formation the pyloric canal becomes stenosed and 
greatly lengthened, mechanically obstructing the 
outlet of the stomach. Similar changes in the mus- 


culature of the stomach and the lower portion of 
the cesophagus may be found. 

Hypertrophic pyloric stenosis is associated with 
explosive projectile vomiting after each meal ac- 
companied by isoperistaltic waves. As a result of 
the obstruction and vomiting, there may be no 
—- of feces or the stools may become meconium- 
ike, consisting of bile and mucus; the urine becomes 
scanty; dehydration and acidosis develop; and there 
is a rapid progressive loss of weight. Roentgen-ray 
examination has not been found helpful or necessary . 

The condition occurs more frequently in the male 
than in the female. The operation is never an 
emergency procedure. Pediatric medical manage- 
ment should always be given for one week. At least 
from twelve to twenty-four hours is well spent in 
overcoming the dehydration and acidosis. Gastric 
lavage should be done, feeding efforts should be 
continued, and, most important, water should be 
given under the skin and by rectum. 

The Rammstedt operation, in which a longitudinal 
incision is made through the tumor mass down to 
the mucosa with spreading, has become the standard 
and safest procedure. The longitudinal incision 
through the pylorus produces the transverse divi- 
sion of the circular muscle as in cutting of a ring 
and leaves the muscles without origin or insertion. 
As a result, the circular muscles retract and undergo 
disuse atrophy with permanent disappearance of the 

yloric tumor mass. The encroachment on the py- 
oric canal by the infolding of the mucosa is im- 
mediately relieved. 

In a series of forty-eight cases two gastro-enteros- 
tomies and forty-six Rammstedt operations were 
performed with one death. The operation is per- 
formed through a short high upper right rectus or 
perimedial incision just long enough to permit the 
delivery of the pyloric tumor and short enough to 
prevent any other evisceration. The anesthetic of 
choice is ether. The operating room should be main- 
tained at a temperature of 80 degrees F. On com- 
pletion of the operation the child should be wrapped 
in warm blankets and placed in a crib which has 
been warmed with hot water bottles. Feedings may 
be begun from three to four hours after the opera- 
tion. Merte R. Hoon, M.D. 


Bruett: The Réle of the Gastric and Duodenal Flora 
in Disease of the Stomach and Bile Passages 
(Ueber die Rolle der Magen- und Duodenumflora 
bei den Erkrankungen des Magens und der Gallen- 
wege). Zentralbl. f. Chir., 1926, liii, 1285. 

By studies on a large number of cases the author 
substantiated the theory that the normally acid 
and hyperacid gastric juice is usually sterile, but that 
in carcinoma very numerous kinds of bacteria are 
to be found, among them many kinds of streptococci. 
In a relatively large percentage of cases of per- 
forated and chronic gastric and duodenal ulcer there 
were “green growing” streptococci, some of which 
showed the characteristics of lactic acid streptococci 
described by Bitter. In 52 per cent of cases of per- 
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forated ulcer this streptococcus was found usually 
in pure culture. It was present also in 18 per cent of 
cases of diseases of the biliary tract and in some 
cases of cholangeitis. 

Of fifty strains of streptococcus, 30 per cent re- 
sembled the streptococcus viridans both culturally 
and in its reaction to Schottmueller’s bactericidal 
test. These green streptococci are to be regarded in 
part as lactic acid streptococci. While in cases of 
ulcer they seemed to be present only as harmless 
parasites and on perforation caused only a very mild 
peritonitis, in the bile passages they produced acute 
or chronic though mild inflammation. However, 
according to the author’s experience, the colon 
bacillus plays the chief réle in inflammations of the 
bile passages; staphylococci constitute only 8 per 
cent of the bacteria. his finding is in contrast to 
that of Gundermann who found the staphylococcus 
in 70 per cent of incubated sections of liver tissue. 

In the discussion of this paper, Sricu cited the 
bacteriological investigations of Meyerink which 
have proved of value in the differential diagnosis and 
prognosis of diseases of the stomach and those of 
the bile passages. 

Konjetzny called attention to the high disin- 
fecting power of the gastric hydrochloric acid. 

Loenr cited the great importance in the prognosis 
of perforated gastric ulcer of the change of the 
gastric contents from acidity to alkalinity with the 
consequent change of the normally non-pathogenic 
flora to a colon bacillus growth whereby the progno- 
sis of late cases of perforated gastric and duodenal 
ulcer is generally rendered unfavorable. With re- 
gard to the “green growing” streptococci in gastric 
and duodenal ulcer, Loehr maintained, in opposition 
to Bruett, that they are different strains of lactic 
acid streptococcus, the harmlessness of which to 
man he has proved on himself and others by massive 
injections. Loeur (Z). 


Plisson, Clavelin, and Bréchot: Observations in 
Five Cases of Perforated Ulcer of the Stomach 
and Duodenum (Cing observations d’ulcéres per- 
forés de l’estomac et du duodenum). Bull. et mém. 
Soc. nat. de chir., 1926, lii, 1088. 


In one of five cases of perforated ulcer reported 
by the authors there was no previous ‘history of 
gastric disturbance. Although this is unusual, the 
possibility must be borne in mind. 

The localization of the maximal pain in the right 
lower quadrant of the abdomen may in gastric and 
duodenal ulcer lead to an erroneous diagnosis of 
appendicitis. 

Because of the difficulty of complete exploration 
of the stomach, a perforation in the cardiac region 
may be overlooked. ‘Therefore an incision should 
be made in the left side before the integrity of the 
cardiac region is assumed. 

Immediate intervention is indicated after per- 
foration. Only closure of the perforation is neces- 
sary. Simultaneous gastro-enterostomy is not in- 
dicated unless the pylorus is obstructed by pre- 


existing disease or by the operation or there is reflex 
pylorospasm. If the patient’s condition becomes 
alarming, simple extramucous excision of the sphinc- 
ter may be advisable. The patient’s welfare depends 
less upon theoretical considerations than upon the 
judgment of the surgeon. 

Leo M. Zimmerman, M.D. 


Kaufmann, J.: A Few Remarks on the Medical 
Aspect of Gastroduodenal Ulcer. Med. Clin. 
N. Am., 1927, X, 755. 

Stewart, W. H.: X-Ray Findings in Gastric and 
Duodenal Ulcer. Med. Clin. N. Am., 1927, x, 


61. 

Fischer, H.: The Surgical Aspect of Gastric and 
Duodenal Ulcer. Med. Clin. N. Am., 1927, x, 762. 

Rohdenburg, G. L.: The Pathological Aspect of 
Gastric and Duodenal Ulcer. Med.Clin. N. Am., 
1927, x, 766. 

KAurMANN: Gastroduodenal ulcer is usually con- 
sidered a local disease resulting from disorders of 
gastric circulation, gastric secretion, or gastric 
motility, physical, chemical, and thermic trauma- 
tism of the gastric wall, derangements of the auto- 
nomic innervation, blood dyscrasias, and infections 
of various kinds. While any, or all, of these may 
play a more or less important réle in its develop- 
ment, other factors involved are constitutional in- 
fluences. 

The regular occurrence of hunger pain does not 
necessarily mean ulcer, nor does high gastric acidity 
as such provoke pain. Routine surgery, and es- 
pecially subtotal gastrectomy, is not indicated in 
all ulcer cases. In general, surgery deals with 
structural products of the ulcerative process and 
does not reach the deeper causes of the disease. 
Individualized treatment based on an understand- 
ing of the constitutional element will probably re- 
duce the number of cases developing the more 
severe conditions. 

Stewart: Gastric and duodenal ulcers are recog- 
nized by roentgen-ray examination in from 85 to 
go per cent of cases. Even when the ulcer is small 
in early cases, there are usually secondary signs 
such as tenderness and spasm. The X-ray findings 


are most positive in penetrating and perforating ~- 


ulcers. 

Fiscuer: The indications for surgical interven- 
tion in gastric and duodenal ulcers are: (1) the cases 
of patients who are not free of symptoms after com- 
petent medical management, (2) pyloric obstruction 
not relieved by medical treatment, (3) repeated 
hemorrhage, (4) perforation and the penetrating 
type of ulcer. There is no standard routine surgical 
procedure. It is only after the abdomen has been 
opened and the diseased parts have been inspected 


‘that the type of operation indicated can be deter- 


mined. 

The conservative operations are gastro-enteros- 
tomy, the different types of pyloroplasty, and local 
excision of the ulcer with or without gastro-enteros- 
tomy. The radical procedure is resection of the 
stomach and pylorus. The conservative operations, 


| 
r 
d 
y 
a 
a 
l- 
d 
it 
4. 
r- 
re 
i 
ci 
r- 


38 INTERNATIONAL ABSTRACT OF SURGERY 


if properly performed and used in suitable cases, 
will cure a large number of gastric and duodenal 
ulcers, the percentage being estimated at from 70 
to go per cent. However, in a smaller percentage of 
these cases the symptoms recur and an ulcer de- 
velops which may bleed and perforate. The author 
believes that radical operative measures give the 
best end-results, and he restricts the conservative 
measures to patients who are poor risks or present 
insurmountable operative difficulties. In both gas- 
tric and duodenal ulcers, the diseased area, together 
with about one-third of the stomach, is resected and 
an end-to-end antecolic anastomosis of the stomach 
and jejunum with a long jejunal loop is performed. 
The immediate operative mortality is from 5 to 7 
per cent. This is higher than that of gastro-enteros- 
tomy, but the remote mortality of gastro-enteros- 
tomy is so high that the total mortality exceeds the 
mortality of resection. Hypo-acidity or anacidity 
is produced and protects the patient against future 
ulcers in either the stomach or the bowel. The 
patients remain symptom free and are not obliged 
to restrict their diet. 

ROHDENBURG: The pathology of the local con- 
dition of ulcer of the stomach and duodenum is well 
known, but the constitutional predisposition is more 
obscure. It is likely that a large number of gastric 
ulcers heal rapidly and do not produce symptoms. 
Many ulcer cases present symptoms referable to the 
appendix or gall bladder before the occurrence of 
ulcer symptoms. In such cases lesions of the 
ganglion cells of Auerbach and of Meissner’s plexuses 
have been demonstrated. It is possible that similar 
lesions are present in other parts of the gastro- 
intestinal tract. In radical gastric resection, it may 
be the section of the nerve supply rather than the 
removal of the acid glands that causes the im- 
provement. 

In the discussion following this symposium 
Ernuorn stated that the percentage of ulcers that 
can be demonstrated roentgenographically with 
positive findings is not as high as 95. Distinct 
penetrating ulcers can be cured by medical treat- 
ment. Radical resection is not to be used as routine 
treatment. 

HENSEL: Whenever possible, cases of gastric or 
duodenal ulcer should be treated medically. If re- 
lapses occur, surgical treatment of a conservative 
nature is indicated, and following operation the 
patient should be referred back to the clinician for 
further observation. 

Laporte: In 95 per cent of cases ulcer cannot be 
diagnosed from the X-ray findings alone and an 
open unhealed ulcer cannot always be differentiated 
from a healed one. Because of the possibility of 
the development of cancer, surgical treatment is 
more frequently indicated in gastric ulcer than in 
duodenal ulcer. 

GarBAT: ‘Gastric secretion and motility cannot 
be entirely eliminated by duodenal alimentation 
unless alkalies are administered by mouth before 
each duodenal feeding to neutralize the gastric 


secretion which is usually associated with duodena] 
feeding. 

BLUMGARTEN: Cases of gastric neurosis and ulcer 
of the stomach show a decreased blood calcium and 
also react markedly to injections of pilocarpine, 
indicating an autonomic dysfunction in the direction 
of vagotonia. The condition may be a neuralgia or 
neuritis of some of the branches of the autonomic 
nervous system innervating the stomach, and sur- 
gical treatment consisting of resection of the gastric 
branches of the autonomic nerves or their ganglion 
may offer a better cure than subtotal gastrectomy. 

Torek: Gastric resection is the operation of 
choice only in cases in which the gastric ulcer is in 
the lower half of the stomach. If the patient is in 
good condition it gives excellent results in perforated 
ulcer of the stomach. Ulcers near the cardia are 
best treated by gastro-enterostomy, but may be 
treated also by injections of novoprotein. In duo- 
denal ulcer, simple gastro-enterostomy is the best 
procedure. 

StetreN: The surgical treatment of gastro- 
duodenal ulcers cannot be standardized. Active 
pyloric ulcers or ulcers of the lesser curvature in 
the lower half of the stomach should be treated by 
gastrectomy. An ulcer which appears innocent 
macroscopically may be malignant microscopically. 
Because of technical difficulties, ulcers high in the 
lesser curvature and extensive saddle ulcers should 
be treated by a palliative procedure; excision or 
cauterization combined with gastro-enterostomy 
usually gives good results. Cicatricial pyloric ste- 
nosis is best treated by posterior retrocolic gastro- 
enterostomy. In perforated gastric ulcers, simple 
suture of the ulcer with an added gastro-enterostomy 
should be done if the patient is in good condition. 
Primary resection is usually contra-indicated but 
may be successful in certain favorable cases. 

Small and acute duodenal ulcers call for a gastro- 
enterostomy rather than a radical resection. In 
chronic ulcers penetrating into the pancreas or liver, 
radical resection should be done if the technical 
difficulties are not too great and life is not jeopard- 
ized by the operation. The operation may be done 
in two stages, first a primary gastro-enterostomy 
and some time later a partial or subtotal gastrec- 
tomy. In perforated duodenal ulcers the ulcer 
should be closed by suture and if the perforation is 
no older than twelve hours, an added gastro- 
enterostomy should be performed. ‘The incidence 
of marginal or jejunal ulcers following gastro- 
enterestomy is about 5 per cent. 

Eccers: Simple and penetrating duodenal ulcers 
call for a posterior gastro-enterostomy, while resec- 
tion should be reserved for cases with repeated 
hemorrhage or in which malignancy is suspected. 
For gastric ulcers, resection is the method of choice. 
Gastro-enterostomy should be reserved for the acute 
perforations and cases in which the general condi- 
tion contra-indicates subtotal gastrectomy. Not all 
patients with distress following gastro-enterostomy 
have a jejunal ulcer. 
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Bucky: Since gastroduodenal ulcers may be due 
to disorders of the autonomic nervous system, it is 
possible to influence the splanchnic organs by 
treating large regions of the skin with the X-rays. 
Physical treatment of the autonomic nervous sys- 
tem has given excellent results. 

GERSTER: There may be a racial disposition to 
ulcer formation. The use of clamps and the serial 
ligation of vessels may predispose to ulcer recur- 
ences. 

Meyer: When a diagnosis of gastroduodenal 
ulcer has been correctly established the patient 
should be put at complete rest and on duodenal 
feeding. Intravenous injections of novoprotein are 
also advisable. If there is no improvement after 
several weeks, surgery is indicated. It appears to be 
the consensus of opinion that resection is best for 
most gastric ulcers, whereas gastro-enterostomy is 
preferable for duodenal ulceration. 

Cyrit J. M.D. 


Carter, R. F.: Pre-Operative and Postoperative 
Treatment in Patients with Gastric and 
—— Lesions. Surg., Gynec. & Obst., 1927, 
xliv, 74. 


The operative technique for gastric and duodenal 
lesions having been fairly well standardized, the 
author believes that the other factors contributing 
to the success of the treatment should be standard- 
ized. 

PRE-OPERATIVE TREATMENT 

Important features to be determined before opera- 
tion for a gastric or duodenal lesion are those related 
directly to changes in the physiology. 

1. Obstruction. The presence of obstruction may 
be determined by X-ray examination and from a 
history of vomiting. In the event of obstruction 
with accumulation and stagnation of foreign ma- 
terial, function is interfered with to such an extent 
that gastric lavage becomes important. Repeated 
washing with the stomach tube two or even three 
days before operation is necessary. This should be 
done twice or three times a day. The solutions 
used should contain 20 minims of dilute hydrochloric 
acid to the quart. 

2. Hydrochloric acid content of the stomach. In 
the absence of free hydrochloric acid as determined 
by the test meal, infection of the wound by con- 
tamination with stomach contents may be pre- 
vented by proper cleansing and the administration 
of hydrochloric acid by mouth. Both in the water 
used in lavage and in that taken as drink, Carter 
gives 6 drops to the ordinary glass of tap water. 
When hydrochloric acid is present in normal or 
excessive quantities, simple gastric lavage five hours 
before operation to cleanse the stomach will be 
suflicient. 

3. Examination of the blood. In the anemia from 
a gastric lesion, the resection of a large area of the 
stomach is inadvisable until the anemia has been 
treated by more than the ordinary simple replace- 
ment of blood. Transfusions, moderate in amount 


and repeated two or three times over a period of 
two or three weeks, greatly reduce the possibility 
of death from shock, infection, or cardiorenal failure. 

4. General metabolism. No patient except in an 
emergency should be operated upon until knowledge 
has been obtained of the blood chemistry and carbon 
dioxide combining power. 

5. Acidosis. A carbon dioxide combining power 
below 40 indicates an acidosis equivalent to starva- 
tion. Symptoms of acidosis begin when it reaches 
35. If possible, operation should be delayed, sugar 
administered by mouth, and soda bicarbonate given 
in 4-gm. doses daily until the carbon dioxide com- 
bining power is above 50. When delay is contra- 
indicated, glucose should be given either sub- 
cutaneously in 3 per cent solution, intravenously in 
5 per cent solution, or rectally in 10 per cent solution, 
or by a combination of these methods. When the 
carbon dioxide is below 30, glucose 3 per cent and 
soda bicarbonate 1 per cent should be administered 
in 800-c.cm. doses until the carbon dioxide is 50. 

6. Alkalosis. When the carbon dioxide combining 
power is above 80 it is never wise to operate in any 
emergency except that of ruptured viscus. ‘To reduce 
it, sodium chloride given intravenously in 2 to 4 per 
cent solution in doses of 1,000 c.cm. is sufficient in 
the cases of patients with obstruction. In the cases 
of patients who have had a long Sippy routine,-the 
alkali should be discontinued one week before the 
operation and a regular diet prescribed. Alkalosis 
due to vomiting can be relieved by giving 15 minims 
of hydrochloric acid to 6 oz. of water by mouth and 
rectum and 2,000 c.cm. of normal sodium chloride 
subcutaneously each day. 

7. Catharsis. In the twenty-four hours preceding 
operation, catharsis is contra-indicated. 

8. Gastric lavage. Ordinary tap water with the 
addition of 20 minims of hydrochloric acid to the 
quart may be used. The last lavage should be done 
five hours before the operation. 

9. Feeding. In cases with non-obstructive lesions 
feeding should go on as usual until eight hours before 
the operation. In cases with obstruction, fluid with 
carbohydrate should be administered in the form of 


tea, orange juice, ice cream, sherbet, eggnog, etc., . © 


during the first sixteen of the twenty-four hours, 
even though gastric lavage is being practiced twice 
daily. Feeding should take place one hour after 
lavage, and after the last lavage nothing should be 
taken into the stomach. Throughout the twenty- 
four hours the mouth may be rinsed. If food cannot 
be taken by mouth because of obstruction, it should 
be administered subcutaneously in 3 per cent glucose 
and normal saline solution. 


POSTOPERATIVE TREATMENT 


1. Pain. Pain should be prevented by an injec- 
tion of morphine before consciousness returns. With 
the first movement, in the presence of regular 
respiration and pulse rate, a hypodermic injection of 
morphine, '/s gr. for adults under 150 lbs. and %4 
gr. for adults over 150 lbs., should be administered. 
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This enables the patient to go from the sleep of ether 
into that of morphine. ‘The dose should be repeated, 
in %-gr. injections for patients weighing less than 150 
Ibs. and '/.-gr. injections for those weighing more 
than 150 lbs., often enough to insure sleep or quiet 
for the first eight hours. 

2. Restlessness and general discomfort. Restless- 
‘ness is a very important symptom, being an evidence 
of haemorrhage or of fluid starvation. It is not a 
symptom to be relieved by morphine or other seda- 
tives unless the patient is to be tided over the period 
necessary for the institution of measures for perma- 
nent relief. That feeling of unrest associated with 
aching of the entire body is soon followed by a great 
desire for a long drink of something acid, but a 
drink of tap water will satisfy. 

3. Position. When the patient is quiet, the head 
rest should be raised and the foot rest put in place 
to allow the stomach to function by gravity. 

4. Pulse. The pulse should be taken every hour 
for six hours in order that, in the absence of vomiting, 
immediate postoperative hamorrhage may be dis- 
covered early. 

5. Feeding. After the first four hours, 2 or 3 oz. 
of water by mouth with sugar and flavoring such as 
tea may be given every three hours; in the case of a 
tolerant patient 4 oz. of water with 4 per cent glucose. 
Unless the patient is emaciated, hypodermoclysis 
is not indicated. In cases with emaciation, 1,000 
c.cm. of normal saline solution and 3 per cent 
glucose should be given subcutaneously during the 
second twelve hours. By these methods, 6 oz. of 
fluid should be given by mouth and 16 oz. by rectum, 
and any further need made up by hypodermoclysis 
up to 2,500 c.cm. with carbohydrate yielding 300 
calories. 

In the second twenty-four hours the intake should 
be fluid with a carbohydrate content suflicient to 
replenish the store of carbohydrate utilized during 
the first twenty-four hours and furnish an additional 
amount for energy combustion of the tissue toxins. 
Flavored and sweetened fluids in 3-0z. doses should 
be given every two or three hours. If nausea or 
epigastric distress occur, they should be discon- 
tinued for from four to six hours. If the nausea or 
epigastric distress still persists after six hours the 
stomach should be lavaged and the feedings resumed 
in r-oz. doses every two hours and another trial 
made with the larger doses after eight hours. Fluid 
should never be given by rectum on this day. 
Hypodermoclysis is indicated for emaciated patients 
and those who vomit. 

The blood should be tested for carbon dioxide at 
this time. If the carbon dioxide is below 4o, 3 per 
cent glucose should be administered subcutaneously. 
If the carbon dioxide is below 30, 5 per cent glucose 
should be given intravenously in amounts of 500 
c.cm., and soda bicarbonate in 10-gr. doses dis- 
solved in tap water should be given every four hours. 
An additional 1 to 2 per cent should be used in the 
solutions given intravenously. This will aid in re- 
establishing the acid-alkali balance. 


All fluids should be given either cool or at a tem- 
perature above 60 degrees. 

During the third day, 4 oz. of tea, tap water, and 
i or lemon phosphate may be given every three 

ours. 

On the fourth day, feedings should be made up of 
peptonized milk, thin gruels, custards, and junket 
with cream and sugar, 4 oz. every four hours with 
fluid ad libitum, at least 1,500 c.cm. 

On the fifth day the feedings should consist in 
double-baked potato with butter, soft toast, cereals, 
gruels, purée of peas, and spinach in five feedings of 
40z. At least 1,000 c.cm. of water should be taken. 

From the sixth to fourteenth days, because of the 
danger of leakage, the food should be made up of 
starch as a base with sufficient fat and other sub- 
stance. On the fifth day, a poached egg and minced 
chicken may be added. The feedings should be given 
in amounts of 5 oz. five times a day. 

After the fourteenth day, the following diet should 
be followed and rigidly insisted upon for three 
months. 

8a.m.: milk, 4 0z.,cream, 1 0z., to be taken with 
meal; cooked cereal with cream and sugar, one bowl; 
a poached or soft-boiled egg, apple sauce, stewed 
pears, or stewed apricots, one portion. 

11:30a.m.: milk, 4 0z., cream, I 0z. 

1 p.m.: milk, 4 0z., cream, 1 0z., to be taken with 
meal; creamed vegetable soup; scraped or ground 
lamb or beef, minced chicken, or the heart of a lamb 
chop; mashed potatoes, macaroni, rice, mashed peas, 
creamed celery, or asparagus; custard or pudding 
with cooked fruits. 

3:30p.m.: milk, 4 0z., cream, 1 

7 p.m.: milk, 4 0z., cream, 1 0z., to be taken with 
meal; creamed vegetable soup; rice, macaroni, 
cereal, any form of vegetable purée; one egg cooked 
in any manner except not fried. 

After three weeks any cooked and finely divided 
vegetables may be given with the exception of 
onions, beans, cauliflower, cabbage, beets, and 
rhubarb. 

6. Catharsis. Milk of magnesia, 1 to 2 oz. in 
twenty-four hours may be given during the second 
twenty-four hours or thereafter. 


COMPLICATIONS 


Hemorrhage into the stomach or intestine always 
occurs in some quantity. If there is a rapid and 
marked increase in the pulse, gastric lavage offers 
a sure means of stopping it. Signs of bright blood in 
the lavage after three lavages repeated at two-hour 
intervals indicate hamorrhage which is best con- 
trolled by the usual surgical measures. When signs 
of haemorrhage continue to the danger point, trans- 
fusion should be done. Autolavage is never indicated 
for any type of vomiting after operations upon the 
stomach or duodenum, and is never as certain as 
gastric lavage with a tube. 

When a gastro-enterostomy or a Pélya-operation 
has been performed, the vomiting of bile after the 
first eighteen hours indicates that the duodenal 
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contents are entering the stomach. In the presence 
of this very significant sign the stomach tube should 
be used every twelve hours. Feedings by mouth, 
with the exception of those given immediately after 
and three hours after lavage, should be stopped 
until the return from insertion of the tube shows 5 
oz. or less of bile and stomach contents. When this 
point has been reached, the feedings should be 
resumed and this feeding should be checked at the 
end of twenty-four hours. This type of vomiting 
will usually subside on the third or fourth day unless 
it is due to mechanical obstruction other than that 
produced by cedema of the stoma. 

Persistent and copious vomiting beginning sud- 
denly after the stomach contents have been appar- 
ently normal for a period of from five to seven days 
indicates some form of so-called vicious circle. The 
chief danger is either alkalosis or acidosis. Gastric 
lavage should be done as often as the patient feels 
distention or there is an increase in the pulse rate of 
20 above the average. A 1 per cent solution of 
warm saline solution in quantities of 10 oz. should 
be introduced before the return flow is released. 
The chloride and fluid intake should be kept up, and 
glucose administered by rectum, subcutaneously, 
and, in extreme cases, by vein. The patient should 
be treated in this manner for from ten days to two 
weeks if there is no visible peristalsis or sign of dis- 
tention after gastric lavage. 

Acidosis. When acidosis is suspected and the car- 
bon dioxide of the blood is below 30, glucose 3 per 
cent and soda bicarbonate 2 per cent in amounts of 
800 c.cm. should be administered intravenously 
every five hours until the carbon dioxide is above 35. 
After this point is reached, 3 per cent glucose should 
be administered subcutaneously, 10 per cent 
glucose and 4 per cent soda bicarbonate by rectum, 
and glucose should be included in all foods. 

Alkalosis. The treatment of alkalosis is both pre- 
ventive and curative. Infusions of 2 to 4 per cent 
sodium chloride solution should be given in amounts 
of 800 c.cm. every eight hours until the carbon 
dioxide drops below 70. Hydrochloric acid by rectum 
is of value. In very severe cases in which the carbon 
dioxide reaches 90 or above, sodium chloride and 
hydrochloric acid should be given by rectum and 
mouth and calcium chloride administered intrave- 
nously to the limit. Postoperative lavage does not 
always cause alkalosis when repeated frequently. 

Shock. Frequent gastric lavage with the tube 
and the use of large amounts of warm saline solution 
will relieve shock by emptying the stomach of blood 
clots, etc. 

Intestinal obstruction. Obstruction of the jejunum 
or ileum may occur. The former may develop at 
any time during the first two weeks of convalescence. 
It is manifested by a rapid loss of chlorides, an early 
rise in the carbon dioxide and urea, the carbon 
dioxide combining power reaching in from eight to 
ten hours that consistent with alkalosis in its most 
extreme form. The decision to operate may be based 
upon the blood findings alone. The early intra- 


venous administration of sodium chloride in a 2 per 
cent solution and in amounts of 800 c.cm. should 
be done every five hours. Hydrochloric acid should 
be administered by mouth and by rectum to the 
limit of tolerance of the mucous membrane. Opera- 
tion should not be delayed unless there is little or 
no chance of recovery from it. In obstruction of the 
colon the treatment is essentially the same, but 
there is more time to spare as the danger is late and 
death more remote. 

Peritonitis. There are two distinct periods during 
which peritonitis occurs, denoting contamination 
due to intestinal or stomach contents. During the 
first forty-eight hours, the contamination may be 
due to soiling at the time of operation, and between 
the ninth and eleventh days to leakage from a suture 
line which failed to heal before the suture material 
lost its function. 

Sudden peritonitis occurs on the ninth or tenth 
day when the joined edges fail to heal. Death 
results after from thirty-six to forty-eight hours 
unless the leakage is in the lesser sac, in which 
instance a subphrenic abscess results. An abscess 
anterior to the liver may result from a slow leak. 
Death usually occurs in such cases from infection 
or starvation. As soon as the purulent discharge is 
replaced by normal gastric or duodenal contents, an 
attempt should be made to pack the sinus with plain 
gauze and pull the edges together with adhesive. 
There will be little digestion of the abdominal wall 
if the dressing is changed daily and the wound 
cleansed with alkaline solution and covered with 
vaseline gauze. 

Recovery depends largely on the nursing, as fre- 
quent and concentrated foods in small amounts 
must be urged upon a patient who is repelled by the 
sight of food. Blood analyses every three days 
insure against an unexpected complication of acidosis 
or alkalosis. Supplementing the fluid intake by 
subcutaneous injections of saline solution should be 
a daily routine. Glucose should not be used as it 
cannot be employed daily for the length of time re- 
quired without causing inflammation. Rectal feed- 
ings should not be given because they soon cause 


irritation and are the cause of the diarrhoea which . © 


requires more rigorous methods for the administra- 
tion of food and water. The diarrhoea is either 
caused or soon followed by an acidosis which can 
be checked only by the administration of soda 
bicarbonate by mouth, alkaline colonic irrigations, 
and withholding fat by mouth. 

RayMonp GREEN, M.D. 


Eiselsberg, A. von: Our Experiences in the Treat- 
ment of Gastric and Duodenal Ulcer (Unserer 
Erfahrungen mit der Behandlung des Magen- und 
Duodenal-Ulcus). Wien. klin. Wehnschr., 1926, 
XXXIX, 709. 

The master of surgery, von Eiselsberg, reviews his 
experiences in the surgical treatment of gastric and 
duodenal ulcer. After a discussion of the many and 
often conflicting theories of the cause of gastric 
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ulcer, he concludes, “‘ Unfortunately the etiology of 
ulcer is not yet clear. This is true at least in the 
majority of cases. In exceptional cases we may 
recognize the etiological agent as a gross chemical 
injury causing erosion of the stomach. In rare 
cases a cutaneous burn plays a role. . . . In many 
cases a cause favoring the formation of an ulcer is 
not alone responsible for the lesion. None of 
the ulcers so far produced experimentally have been 
similar to those usually seen by surgeons.’ 

Von Eiselsberg believes that the diagnosis of 
ulcer is well established (Haudek-Clairmont ulcer 
niche). In his own cases an erroneous diagnosis was 
made in only 3 per cent. 

Following a review of the history of gastric sur- 
gery, the author reviews his own experiences. In one 
of the first cases operated upon according to the 
Billroth technique, the ulcer recurred and a massive 
fatal haemorrhage resulted. With von Mikulicz, he 
considers gastro-enterostomy the operation of 
choice for all except carcinomatous ulcers, but since 
this procedure may be followed by repeated haem- 
orrhages from the ulcer which is left undisturbed by 
the operation, he does a unilateral pyloric exclusion 
in cases of open pyloric ulcer. From this procedure 
he has obtained very good results. Although peptic 
ulcer is believed to occur more frequently after this 
operation than after gastro-enterostomy (von Ha- 
berer, Clairmont, Denk), the former has numerous 
adherents, especially in America. Finsterer supple- 
mented it by resecting a large portion of the pre- 
pyloric region to decrease the acid secretion of the 
stomach, but even this procedure was followed by 
peptic ulcer. 

Including all complications with the exception of 
free perforation of the ulcer, the mortality in 1,698 
cases treated by von Eiselsberg in the period from 
1901 to 1925 was 110 deaths. Thirty-seven deaths 
were due to peritonitis, four to postoperative 
hemorrhage, three to postoperative kinking, two to 
pancreatic necrosis, two to subphrenic abscess, one 
to gravitation abscess, ten to general anaemia at the 
time of operation due to bleeding of the ulcer, 
twenty-one to pneumonia, seven to tuberculous 
pleurisy, six to myocardial degeneration, four to 
acute pulmonary oedema, one to tuberculosis, one 
to pericarditis, six to erosion of the ulcer after gas- 
tro-enterostomy, two to anwmia, one to paratyphus, 
and two to ulcerating enteritis. 

On the basis of his extensive surgical experience, 
von Eiselsberg designates resection as the operation 
of choice not only for ulcer but also for stenosis. 
This operation is followed by a cure more frequently 
(the mortality in von Eiselsberg’s last 449 cases 
was only 3 per cent) and by peptic ulcer less fre- 
quently than other procedures, and affords the best 
protection against the subsequent development of 
carcinoma. It is contra-indicated, however, in the 
cases of very sick patients, those in which the ulcer 
is situated at the cardia, those in which the pancreas 
is involved, and those in which there is danger of 
injuring the common duct. 


Von Eiselsberg has never performed the operation 
of Madlener, viz., resection of the antrum and 
pylorus, leaving ulcers near the cardia behind. 
When resection is too dangerous, he does a jejunos- 
tomy, but even this procedure fails at times and 
the presence of a fistula is unpleasant to the patient. 

If the findings of palpation and inspection are 
negative, von Eiselsberg considers carefully before 
performing a resection. Also, like his pupil, Liek, he 
hesitates to perform an operation for ptosis. In a 
few cases he performed a pylorotomy (Payr), but 
in one instance this was a therapeutic failure. 

In the case of a stomach with a tendency toward 
oe formation of ulcers any type of operation may 
ail. 

The author cites the investigations of Denk on 
peptic ulcer of the jejunum. In such cases a jeju- 
nostomy is the simplest procedure. The question 
as to whether resection will remain the method of 
choice, von Eiselsberg would like to answer in the 
negative. He states that if internal medicine should 
find a method of treating ulcer which would render 
operation unnecessary he would gladly turn all of 
his cases over to the internist, as would many other 
surgeons. Loeur (Z). 


Eusterman, G. B., and Bueermann, W. H.: Car- 
cinoma of the Stomach: The Present Status 
of the Diagnosis and Prognosis. J. Am. M. Ass., 
1927, Ixxxviii, 295. 


This article is intended to emphasize the menace 
of the less familiar circumscribed carcinomatous 
gastric lesion. 

There are three types of small gastric ulcers, one 
benign and two malignant, which are often clinically 
indistinguishable. ‘The benign is the more common, 
tends to remain benign, and often has its onset late 
in life. In 4.5 per cent of these cases in patients 
past middle life achlorhydria is present. In the 
light of recent pathological research, the carcinom- 
atous ulcer is much more common than the benign 
ulcer undergoing carcinomatous transformation and 
is of a higher degree of malignancy. Eight per cent 
of carcinomatous ulcers occur in patients under 40, 
years of age. The fact that it is frequently im- 
possible to differentiate either type of malignant 
lesion from a benign lesion by present methods 
makes every gastric ulcer potentially malignant. A 
carcinomatous ulcer occasionally coexists with a 
benign ulcer. ‘Therefore the majority of gastric 
lesions undergoing medical treatment should be 
kept under the closest supervision. 

The necessity for diagnostic observations and 
laboratory examinations or exploratory operations 
is in inverse ratio to the skill of the roentgenologist. 
Roentgenological criteria of inoperability are more 
accurate than those of operability. 

Intrinsic gastric lesions that simulate carcinoma 
are gastric syphilis, lymphosarcoma, and benign 
tumor. Extrinsic lesions are carcinoma of the pan- 
creas, carcinoma of the duodenum, and advanced 
disease or carcinoma of the gall bladder. Of the 
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various constitutional diseases that may cause 
symptoms similar to those of carcinoma, the most 
important is pernicious anemia. 

Important advances have been made in the pre- 
operative preparation of patients and in anasthesia. 
Exclusive of direct extension or metastasis to other 
organs or tissues, the condition rendering the prog- 
nosis most unfavorable in general is perigastric 
lymphatic involvement. Fifty-two and five-tenths 
per cent of patients without lympathic involvement 
were well and free from recurrence three years after 
operation. In the group with lymphatic involve- 
ment the percentage is reduced to 18. 


‘ Levin, I., and Joseph, B.: Gastro-Enterostomy and 


Intratumoral Insertion of Capillaries of Ra- 
dium Emanation in Cancer of the Pyloric End 
of the Stomach. Arch. Clin. Cancer Research, 
1926, ii, 301. 


Gastric cancer is the most frequent type of cancer. 
About one-third of all cancers in men and one-fifth 
of all cancers in women occur in the stomach. Most 
of the cases coming for examination are so far ad- 
vanced that surgical interference is impossible. 

In about one-third of the cases subjected to 
surgical therapy gastro-enterostomy alone can be 
performed. This prolongs life for about five months. 

The authors are of the opinion that if, in addition 
to the gastro-enterostomy, radium emanations are 
implanted into the pyloric tumor, more favorable 
palliative results may be obtained. Four cases re- 
ported seem to prove the method worth testing by 
other surgeons. E. SHackieton, M.D. 


. Schwyzer, A.: A Clinic on Surgery of the Stomach. 


Minnesota Med., 1927, x, 77. 


This article consists of several case reports with 
a consideration of the differential diagnosis and 
treatment and twenty-four illustrations. 

The first case was that of a man who was shot 
through the abdomen, the bullet entering the omen- 
tum, perforating the transverse colon, stomach, and 
pancreas by one intraperitoneal and three extra- 
peritoneal wounds. The true course of the bullet 
was determined at autopsy. The other cases were 
one of perforating ulcer of the duodenum, one of 
gastric ulcer, one of duodenal ulcer with non-torsion 
of the colon, one of recurrent gastrojejunal ulcer 
following operation for duodenal ulcer, and three 
which were operated upon for cancer of the stomach 
more than ten years ago. In the case of recurrent 
gastrojejunal ulcer following operation for duodenal 
ulcer an anterior gastro-enterostomy was done. 
Schwyzer describes the technique of anastomosis 
which prevents a vicious circle and obviates the 
necessity for an entero-enterostomy below the 
gastro-enterostomy. Car R. Sremke, M.D. 


Horsley, J. S.: Partial Gastrectomy. Surg., Gynec. 
& Obst., 1927, xliv, 215. 


Horsley regards it as unwise to introduce an ex- 
tensive radical operation as a standardized procedure 


for lesions that may vary greatly. A small peptic 
ulcer in the first part of the duodenum, for example, 
should not give the same indications for an extensive 
gastrectomy as cancer of the pyloric end of the 
stomach or a large infiltrating peptic ulcer along the 
lesser curvature. In a case of limited ulcer in the 
first part of the duodenum without adhesions and 
without much infiltration, in which the ulcer can be 
excised and the spasm of the pyloric sphincter and 
the pyloric end of the stomach can be weakened by 
an incision, a physiological pyloroplasty is the best 
procedure. The principle of this operation is the 
same as that of excising or cauterizing an ulcer 
within the grasp of the sphincter ani—a fissure in 
ano. The pathological condition is eradicated and 
the parts are given at least partial physiological rest 
by weakening of the spastic muscles without mate- 
rial alteration of physiological function. 

When such a small, well-circumscribed ulcer has 
perforated the first part of the duodenum this 
type of pyloroplasty is preferable to a gastro- 
enterostomy. It may be used also in a narrow con- 
traction, though in cases with marked stenosis or 
extensive adhesions, the tissues have been so badly 
damaged by the disease that physiological function 
cannot be restored; consequently, some other type 
of procedure should be done, preferably a Finney py- 
loroplasty or a posterior gastro-enterostomy. When 
there is much infiltration around a peptic ulcer the 
sutures are not likely to hold; in such cases occlusion 
of the pylorus with a stout kangaroo tendon tied 
just tightly enough to occlude the lumen without 
necrosis and a poster‘or gastro-enterostomy is the 
method of choice. 

In gastric peptic ulcer, the author is more and more 
inclined to do a partial gastrectomy of the right half 
instead of a midgastric or “sleeve” gastrectomy or 
a V-shaped excision of the ulcer. If the ulcer is small 
and local excision seems indicated, it is better, he 
thinks, to do the physiological type of pyloroplasty 
in order to give some physiological rest by over- 
coming the natural muscular resistance at the 
pylorus and thereby make it easier for the tempora- 
rily crippled stomach to empty itself. 


In reconstruction operations he deems it best to | * 


build up the tissues in order to render the subsequent 
physiological function as nearly normal as possible. 
In reconstruction of the stomach after excision it 
seems desirable to have the gastric contents empty 
into the duodenum if this is possible. If such a 
procedure is not practicable on account of disease or 
adhesions about the duodenum the jejunum should 
be selected as close to the duodenum as possible and 
a type of modified Billroth II operation should be 
done, the jejunum being brought up preferably 
through the transverse mesocolon. 

For the last three years Horsley has used a modi- 
fication of the Billroth I operation that has given 
much satisfaction. The modifications that do away 
with the objections to the original operation consist 
in: (1) uniting the stomach to the duodenum so 
that the lesser curvature of the stomach will be in 
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alignment with the upper border of the duodenum, 
and (2) flaring open the duodenum by making an 
incision about 1 in. or 1% in. in its anterior wall. 
Thus, the physiological alignment of the lesser 
curvature is preserved and the danger of obstruction 
is obviated. It is much easier to fold in redundant 
tissues along the lower border of the stomach where 
the stomach and surrounding mesentery and 
omentum are mobile than it is along the upper 
border which is much less accessible. 

If the partial gastrectomy is done for cancer, and 
particularly if the patient is old, it may be done 
readily under local anesthesia. Within the past 
year Horsley has perfomed this operation under 
local anesthesia on two patients with gastric cancer, 
one 71 and the other 73 years of age. Both stood 
the operation well and are now in good health. He 
believes that in the cases of old persons no drug that 
is sufficiently powerful to produce unconsciousness 
can be administered with impunity, no matter how 
much safer it may be than the older anaesthetics. 
Even the use of ethylene, which is probably as safe 
as any general anesthetic, is inadvisable. In the 
cases of younger patients with more vigor, and par- 
ticularly if the operation is done for peptic ulcer, 
there is no objection to general anesthesia. Often 
such anesthesia as that induced with ethylene may 
be combined with infiltration of the abdominal wall 
with novocain as practiced by Crile, which gives 
the effect of a anesthetic with relaxa- 
tion of the abdominal wall by the injection of 
novocain. The technique of the operation is de- 
scribed in detail: 

About an hour or two before the operation, the 
stomach should be thoroughly washed out with salt 
solution or a weak soda solution. If local anesthesia 
is employed, a 4 of 1 per cent novocain solution to 
which has been added about 2 drops of the usual 
adrenalin solution to the ounce is used in freshly 
prepared Ringer’s solution. After opening the 
abdomen Horsley infiltrates the parietal peritoneum 
for a distance of several inches around the wound 
and then rather extensively injects the gastrohepatic 
omentum, the tissues just above and below the 
duodenum, and the retroperitoneal tissues along the 
base of the mesocolon. Care is taken not to insert 
the needle too deeply for fear of injuring a vein, but 
it is introduced well beneath the peritoneum. I 
these injections are fully carried out they render the 
operation almost painless. 

After the operation, the convalescence is remark- 
ably satisfactory. The stomach seems to empty 
better than it does after a lesser operation such as 
pyloroplasty or gastro-enterostomy. Horsley makes 
a practice of washing out the stomach about six 
hours atter any gastric operation to see if there is 
bleeding and to empty the stomach contents. If 
there is no bleeding, this gastric lavage is repeated 
every six hours. He has never found more than 6 oz. 
of retained material, except on one occasion when 
there were 10 oz. The patient is given % oz. of 
water an hour for the first day, the amount there- 


after being somewhat increased. No food is adminis- 
tered until about the third or fourth day after the 
operation. 

If necessary, intravenous glucose solution may be 
given. This is often used also in preparing the pa- 
tient for operation, about 1,000 or 1,500 c.cm. of 10 
per cent glucose solution in Ringer’s solution being 
given. The Ringer’s solution should be made with 
freshly distilled water and the glucose solution 
added. If the water is freshly distilled, usually no 
reaction occurs. Unless the patient is in shock, the 
solution is given at the rate of from 250 to 150 c.cm. 
an hour, though at first more can be administered. 
In this way the patient is not only prevented from 
becoming dehydrated, but is given sufficient car- 
bohydrates to tide him over the first few days. 

Careful supervision of the diet is essential after 
all gastric surgery. For weeks or months after the 
operation the diet should be controlled by a com- 
petent internist. 

During the last three years Horsley has done fif- 
teen operations according to the described technique. 
Four of them were for cancer. In one case the cancer 
was extensive and the stomach was slightly adherent 
to the pancreas. After the removal of the stomach, 
a small superficial mass in the pancreas was excised 
with the cautery. This proved to be inflammatory, 
however, and not malignant. Peritonitis followed 
the operation and opened the raw surface of the 
pancreas to an inflammation which resulted fatally. 
With this exception there has been no death in the 
series, though the operation was done for gastric 
cancer in a 68-year-old patient with an aortic 
stenosis, a patient of 71 years, and a patient of 74 
years. In the cases operated upon for peptic ulcer 
there were no deaths. Emin C. Rosirsuex, M.D. 


Gray, Sir H.: Acute Intestinal Obstruction Due to 
Intra-Abdominal Causes. Brii. M. J., 1927, i, 
179. 

All cases of intestinal obstruction are urgent. 
Besides the mechanical obstruction to the passage of 
bowel contents, the absorption of toxic material 
from the bowel and the rapid dehydration of the 
tissues are of great importance. ‘The toxic sub- 
stances may be bacterial or the products of imperfect 
metabolism of proteins. Imperfect metabolism of 
proteins is due to obstruction high up. 

In infants, intussusception is the most common 
type of obstruction. In adults the most usual causes 
of obstruction of the intestines are fibrous bands, 
internal hernia, Meckel’s diverticulum, volvulus, 
impaction of concretions, sudden blockage of a 
chronic stenosis brought on by tuberculosis, cancer 
or a tumor pressing outside the bowel. 

Paralytic ileus caused by too much handling of the 
bowel during an operation or by the development 
of peritonitis is a grave type of obstruction. 

With some exceptions, the symptoms of intestinal 
obstruction occur with great rapidity. The condition 
causes severe pain and symptoms of shock. A period 
of comfort may intervene followed by severe colicky 
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pain in the abdomen and the onset of vomiting. The 
higher the obstruction in the intestinal tract the 
more intense the pain and the earlier and more per- 
sistent the vomiting. After the lower bowel is 
cleansed by enemata, the absolute obstipation is a 
very prominent feature. Distention of the abdomen 
is most marked in low obstruction. 

With the onset of bacterial invasion of the bowel 
wall, paresis of the bowel occurs. This is followed by 
peritonitis and gangrene. At this stage the symp- 
toms of toxamia are added to those of obstruction. 
The clinical picture is characterized by a drawn 
appearance of the face, a rapid thready pulse, a 
subnormal temperature, steady vomiting, sweating, 
and coldness of the skin. 

A low mortality depends upon early diagnosis and 
early operation. In preparation for operation the 
stomach should be washed to prevent aspiration, 
and the body fluids should be replenished. The 
abdomen is entered through a right pararectus in- 
cision and the cause of obstruction dealt with ac- 
cording to the indications. In desperate cases an 
enterostomy should be made above the obstruction 
and the removal of the cause of the obstruction de- 
layed until the patient’s condition has improved. 

I. Epwarp Bisukow, M.D. 


Stetten, DeW.: Entero-Enterostomy Seven Years 
After Gastro-Enterostomy. Ain. Surg., 1927, 
Ixxxv, 301. 


The author reports the case of a 53-year-old 
woman with a history of gastric disturbances dating 
from her first pregnancy twenty-eight years ago. 
A ventral suspension and appendectomy were per- 
formed in 1903. In 1919, a posterior gastro-enteros- 
tomy was done, presumably for a cicatricial benign 
stenosis. After the second operation the patient 
slowly gained weight. Except for occasional attacks 
of indigestion and vomiting she remained well until 
January, 1924, when she had a very severe attack 
of acute pain in the upper part of the abdomen. This 
was associated with vomiting, jaundice, and dark dis- 
coloration of the urine. The attack lasted ten days, 
but thereafter the patient was fairly well except for a 
sense of pressure in the.upper abdomen after eating. 
For ten days she had had frequent attacks of pain in 
the right hypochondriac region radiating to the back. 

Physical examination showed her to be a thin 
jaundiced woman with sensitiveness and rigidity in 
the right hypochondrium. Her temperature was 
normal and the leucocyte count was 17,800 with go 
per cent polymorphonuclears. X-ray examinations 
suggested a pathological condition of the gall 
bladder with calculi. 

At operation, a distended purplish gall bladder 
containing twenty-five stones and a calculus im- 
pacted in the cystic duct were removed. Exploration 
revealed a normal stomach and a patent unkinked 
posterior gastro-enterostomy near the greater 
curvature. Adhesions of the mesocolon around the 
anastomosis were partially freed in order to obtain 
a better view of the anastomosis. 


On the evening of the sixth day after the operation 
the patient began to vomit biliary fluid. The vomit- 
ing continued in spite of frequent lavage. At re- 
operation two weeks after the cholecystectomy 
visible gastric peristalsis was first seen. The abdo- 
men was opened through a midline incision and the 
stomach found to fill the entire upper two-thirds of 
the abdomen. The stomach was emptied by a lon- 
gitudinal gastrostomy in the prepyloric region. The 
shrunken infiltrated transverse mesocolon was found 
plastered to the gastro-enterostomy by dense ad- 
hesions at a point lower down than at the time of the 
first operation. The afferent and efferent loops of 
bowel of the anastomosis emerged parallel under- 
neath the edge of the transverse mesocolon. The 
afferent loop was somewhat dilated and friable and 
contained thin biliary fluid. The efferent loop 
was smaller but not collapsed. A lateral anastomosis 
was done between these two loops as the gastro- 
enterostomy admitted only the tip of a finger and the 
efferent loop was definitely angulated. 

The patient made a very uneventful recovery and 
at the present time is entirely free from gastric 
symptoms and weighs 5 lbs. more than her greatest 
weight during the past twenty-eight years. 

In conclusion the author states that he reports 
this case to illustrate the menace of a gastro-enteros- 
tomy in improperly selected cases. 

Kari H. TANNENBAUM, M.D. 


Schroedl, P.: A Case of ‘“‘Zuckergussdarm”’ (Ueber 
ein Fall von “Zuckergussdarm”’). Muenchen. med. 
Wchnschr., 1926, \xxiii, 1482. 

The word ‘‘Zuckergussdarm” or ‘‘sugar-coated 
intestine” has been coined by the author for a con- 
dition of the intestine analogous toe ‘‘Zuckergussle- 
ber,” the chronic perihepatitis or so-called Pick’s 
hepatic cirrhosis in which the liver is covered with a 
thick white fibrinous covering. 

The case reported was that of an 18-year-old girl 
with a prominent tumor the size of the palm of the 
hand in the lower part of the abdomen on the right 
side. This tumor was soft, putty-like, and elastic 
in consistency and insensitive to pressure. Per- 
cussion produced a hollow note. There were no 
visible intestinal contractions. On auscultation, a 
loud humming or hissing sound was heard. The 
roentgen examination showed, after four hours, only 
a small amount of the contrast material still re- 
maining in the stomach. All of the rest was found 
in a loop of the small intestine extending in a wide 
curve from the anterior superior spine of the ilium 
on the right side to the umbilicus. The loop had a 
diameter of three fingerbreadths. ‘The contrast 
material could be forced by manipulation into the 
cecum. 

At laparotomy the parietal peritoneum was un- 
altered. Some ascites was present. The tumor was 
found to be made up of the entire small intestine 
from the plica duodenojejunalis to the cacum and 
was as thick as a man’s arm. It was covered with a 
thick white layer. The thickness increased from 
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above downward. Its surface was smooth, and 
there were no adhesions to the surrounding abdom- 
inal organs. The colon was free; only the appendix 
appeared to be chronically inflamed. 

In an attempt to shell the intestine out from its 
covering it was found that the individual intestinal 
loops were folded upon themselves in the longitudinal 
direction. When the attempt at shelling out was 
continued upward in the direction of the duodenum 
it was seen that the covering could not be loosened 
without injuring the serosa. The covering was there- 
fore simply split in the longitudinal direction, where- 
upon the intestine burst forth and unfolded. The 
operation was completed by removalof the appendix. 

Convalescence was uneventful. The postopera- 
tive treatment consisted in diathermy and measures 
to stimulate peristalsis. Large amounts of food with 
a high residue were given. ‘The patient has gained 
8 lbs. and is now free from symptoms. 

With regard to the etiology of the condition the 
author states that the chronic appendicitis and a 
previous sepsis may have been responsible. 

Bove (Z). 


Summers, J. E.: The Treatment of Annular 
Gangrene of the Small Bowel by Invagination 
Versus Resection. Surg., Gynec. & Obst., 1927, 
xliv, 374. 


It is generally agreed that in a case of gangrenous 
intestine, either the gangrenous bowel must be 
resected or an artificial anus must be formed. In 
favorable cases, resection is the procedure of choice. 
In the others the establishment of an artificial anus 
is necessary to save life and at a later date the con- 
tinuity of the intestinal tract may be re-established. 

When the gangrene is limited and annular in type 
the case is much more safely treated by invagination 
of the gangrenous bowel than by resection or the 
formation of an artificial anus. Invagination is 
indicated especially in the dangerous cases in which 
the success of a resection may be doubtful and the 
formation of an artificial anus is the only alternative. 
It is applicable also in the treatment of wounds of 
the bowel in which repair by suture might so limit 
the intestinal lumen as to cause a serious stricture or 
kinking. 

Resections of a gangrenous bowel are dangerous, 
being often followed by peritonitis. The formation 
of an artificial anus is safer especially when it is 
done under local anesthesia, but this procedure also 
may be associated with serious complications and 
its mortality is estimated by many authorities as 
high as 70 to 80 per cent. 

The invagination of a gangrenous bowel is con- 
tra-indicated when the loop of gangrenous bowel is 
longer than 1o cm., and when the bowel is thick 
and oedematous immediately above the gangrene or 
very much contracted below it. The technique is as 
follows: 

Four equidistant seromuscular mattress silk 
sutures are passed around the circumference of the 
bowel parallel to its long axis, the needle entering 


1% cm. below the gangrenous ring and the same 
distance above it. The gangrenous bowel is then 
very gently invaginated and the sutures are tied. 
The suture line is re-inforced by a circular sero- 
muscular silk stitch passed a little higher up so as to 
bury the mattress sutures. It is always best to make 
the invagination downward. 

If the gut below the gangrene is too small to per- 
mit invagination of the oedematous thickened por- 
tion above the gangrene, an invagination may 
sometimes be made upward and properly sutured to 
hold it. The author used this technique in one case. 
The patient died, but death was due to the fact that 
the operation was performed too late. 

The gangrenous intussusception will slough off in 
two or three days, and if the invagination is made 
downward, the natural current of the intestinal flow 
will be re-established. When there is any question 
as to the vitality of the gut, the involved portion 
should be crushed with an angiotribe, its early 
death being thus determined positively, and the 
crushed portion invaginated and sutured. If the gan- 
grene involves more than 5 cm., the mesentery must 
be freed from the bowel before the invagination is 
attempted, and, if necessary, should be resected. 

Cases suitable for this technique are not common. 
Good judgment is required in their selection. 

Cyrit J. Giaspet, M.D. 


Maclean, N. J.: Duodenal Diverticulitis. Ann. 


Surg., 1927, |xxxv, 73. 

The diagnosis of duodenal diverticulitis is made 
by the elimination of other gastric and extragastric 
lesions in chronic abdominal disturbances and by 
the use of the X-ray. The roentgenologist should 
localize the lesion as well as make the diagnosis as 
it will aid the surgeon to know the location of the 
lesion in advance. ‘The author reports sixteen cases 
which were diagnosed by X-ray examination. None 
was diagnosed clinically. 

The operative technique depends upon the loca- 
tion of the lesion. Diverticula may be classified 
according to their location as: (1) those on the 
anterior peritonealized surface of the duodenum, 
(2) those embedded in the pancreas, and (3) those 
behind the pancreas or in the retroperitoneal space. 

Removal of diverticula of the first type is very 
simple. It is done by incision, the opening in the 
duodenum then being closed in a transverse manner. 
A diverticulum behind the pancreas in the retro- 
peritoneal cellular tissue requires mobilization of 
the duodenum and of the head of the pancreas for 
its removal. The clinical history, laboratory find- 
ings, and operative technique in four cases are given 
in detail. The patients were completely relieved of 
their symptoms. Merte R. Hoon, M.D. 


Sutherland, C. G.: Duodenal Ulcer: A Comparison 
of the Roentgenological and Histological 
Findings. Radiology, 1927, viii, 111. 


A comparative study was made of excised duo- 
denal ulcers and the deformities they had caused in 
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the roentgenological picture. The disparity between 
the gross and the roentgenological data was striking. 
There seemed to be no relationship between the 
extent and size of the ulcer and the roentgenological 
deformities it produced. Quite frequently, minute 
ulcers caused extensive deformities while large ulcers 
caused little or no deformity of the duodenal bulb. 
Sutherland concludes that there are two factors in 
the production of the deformity in duodenal ulcer: 
a mechanical factor and a neuromuscular factor. 
The mechanical factor is overdistention of a thin- 
walled tube in which there are localized inflam- 
matory thickenings and attachments to adjacent 
structures. The derangement of the neuromuscular 
mechanism is brought about by ulceration of the 
mucous and muscular layers and is attended with 
irritation or spasm. H. Heacock, M.D. 


Schultze, W. H.: The Ileoczcal Valve, Especially 
the Anatomical Bases of Its Insufficiency 
(Ueber die Valvula ileo-caecalis, insbesondere die 
anatomischen Grundlagen ihrer Insuflizienz). Zen- 
tralbl. f. allg. Path. u. path. Anat., 1926, xxxvii, 267. 

The anatomy of the ileocwcal valve is described in 
detail. At the boundary between the colon and the 
cecum there is a half-moon-shaped fold which is 
usually referred to as the frenulum of the ileocecal 
valve, but is better called the ‘‘plica semilunaris” 
or “tentorium cecale.’’ This is of great importance 
to the ileocwcal valve and forms the greater part of 
its upper lip. The valve hinders the return of the 
bowel contents from the cacum into the ileum. It 
functions, not as a muscular sphincter, but purely 
mechanically. Its closure requires tension of the 
tentorium and the fitting of the upper to the lower 
lip. The valve is usually impassable even to air. 

The importance of tension of the tentorium in the 
closure of the valve is evident from the fact that 
when the tentorium is sectioned close to the orifice 
the valve becomes insuflicient. To a certain extent 
the caecum opens itself upward so that the contents 
of the small bowel are received by it first and are 
never emptied directly into the colon proper. 

In studies on cadavers, two-thirds of all ileocecal 
valves are found to be suflicient. In the remaining 
cases there is a pathological insufficiency, the cause 
of which is a pathological change. The most common 
change is senile atony of the lower lip. Nearly as 
common in old persons is relaxation of the tentorium. 
A quite similar effect may be produced when the 
necessary dilatation of the cecum is prevented by 
changes in the tissues external to the bowel, such as 
adhesions and new growths. Under such conditions 
the tension of the tentorium is prevented, the lips 
of the valve do not come together, and the valve 
is rendered insuflicient. Prolapse also may occur; 
when, under such circumstances, the mucosa of 
the small bowel is prolapsed to a slight degree, the 
valve becomes unable to close. The same condi- 
tion may be caused by an ulcerous process ‘n the 
tissues near the bowel, especially tuberculous ulcers. 
Typhoid and other ulcers may act similarly. The 


author suggests that obstipation, which is usually 
regarded as a result of ileocecal insufficiency, may 
be instead a cause. 
The article is illustrated by ten figures. 
Cottey (Z). 


Fifield, L. R.: Diverticulitis. Lancet, 1927, ccxii, 277. 


Diverticula may be congenital or acquired. Con- 
genital diverticula are rare. Acquired diverticula 
are more common. They may be found in any 
portion of the large bowel, but occur most frequently 
in the pelvic colon. They are essentially hernial 
protrusions of the mucosa and submucosa through- 
out the muscular coat where the latter is perforated 
by vessels. In 10,167 consecutive postmortem exam- 
inations, 218 of this type were found. The opening 
into the bowel is smaller than the lumen of the 
diverticula, so that fecal matter becomes inspissated 
and further pathological changes result. The com- 
plications include diverticulitis, peridiverticulitis, 
gangrene, localized abscess, peritonitis, adhesions to 
surrounding viscera, and the formation of fistulz into 
contiguous viscera. 

The Mayo Clinic has reported seven cases of car- 
cinoma superimposed on chronic diverticulitis. 

Diverticulitis has been ascribed to a number of 
causes, but two factors essential for its development 
are weakness of the bowel wall and increased intra- 
colonic pressure. 

The clinical features of acute diverticulitis have 
been compared to those of acute appendicitis. 

The diagnosis is based on the signs of acute in- 
flammation in the left iliac fossa and is confirmed by 
X-ray examination after a barium enema. The 
condition must be differentiated from carcinoma of 
the bowel, hyperplastic tuberculosis, gynecological 
conditions, and syphilis. 

The treatment is surgical. In acute diverticulitis, 
removal of the diverticulum is indicated. An ab- 
scess should be drained. In intestinal obstruction, 
colostomy with later end-to-end anastomosis after 
removal of the affected portion of gut is indicated. 
Vesicocolic fistula should be treated in several 
stages. First a colostomy should be done above the 
level of the fistula and later the affected bowel ex- 
cised and the bladder repaired. 

The prognosis is poorest in cases of acute obstruc- 
tion. I. Epwarp Bisukow, M.D. 


Halpert, B., and Sampson, H. L.: A Roentgen- 
Anatomical Study of the Colon on 150 Pa- 
tients with Pulmonary Tuberculosis. Am. J. 
Roentgenol., 1927, xvii, 253. 

The data reported refer especially to the skeletal 
position of the cecum, the length and shape of the 
ascending colon, the shape and skeletal position of 
the hepatic flexure, transverse colon, splenic flexure, 
descending colon, and sigmoid, and the skeletal 
position of the greater curvature of the stomach. 
The findings in seventy-five males and seventy-five 
females are presented and some of the differences 
noted in the two sexes are pointed out. The trans- 
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verse colon was located above the level of the prom- 
ontorium in 45 per cent of the males and in only 
12 per cent of the females. The greater curvature 
of the stomach was found usually to reach one verte- 
bra lower in females than in males. 

Perfect fusion, non-fusion, and imperfect or 
irregular fusion of the layers of the greater omentum 
may be judged in the living from the relative 
position of the transverse colon to the stomach as 
seen during roentgenoscopic examination and found 
by palpation and on roentgenograms. A_ perfect 
fusion was inferred in 44 per cent; non-fusion, that 
is, absence of the so-called gastrocolic ligament, in 
about 33 per cent; imperfect fusion in about 15 per 
cent; and an irregular fusion in 6 per cent. In the 
remaining 2 per cent of the cases the greater curva- 
ture of the stomach was seen below the transverse 
colon. Adhesions »etween the ascending and the 
transverse colon were inferred in 56 per cent, and 
adhesions between the transverse and descending 
colon in about 42 per cent of the 132 cases in which 
the splenic flexure was properly outlined. 

Hartrunc, M.D. 


Gordon-Watson, Sir C., and Dukes, C.: Intra- 
mural Abscess of the Colon Simulating Car- 
cinoma and Secondary to Adenoma. roc. 
Roy. Soc. Med., Lond., 1927, Xx, 255. 

The author reports a case of acute appendicitis 
in which he found at operation, in addition to an 
inflamed appendix, a movable tumor of the trans- 
verse colon. He performed a lateral anastomosis of 
the proximal and distal ends of the transverse colon 
and two weeks later removed the tumor. 

The pathological report on the tumor as given by 
Dukes described a growth encroaching upon the 
lumen of the bowel with no ulceration of the mucous 
membrane. The base of the tumor supported a 
pedunculated polyp. The center of the mass con- 
tained pus and fecal concretions, and a narrow 
track communicated from the base to the abscess 
cavity. The abscess cavity was attributed to 
chronic inflammation about the neck of the polyp. 
The abscess in the body of the tumor was caused 
by infection from the bowel. If operation had not 
revealed the presence of the tumer, rupture of the 
abscess cavity would probably have taken place. 

J. Pickert, M.D. 


Rowlands, R. P.: Carcinoma of the Colon. Brit, 
M.J., 1927, i, 95. 

The results of primary operation for carcinoma of 
the colon are good, contrasting favorably with those 
of primary operation for cancer of the stomach or 
rectum. The condition generally kills by causing 
intestinal obstruction, and if such obstruction is 
prevented by early removal of the growth, the 
chance of cure is favorable. The disease usually 
originates as an ulcer or papilloma. It spreads slowly 
in the wall of the bowel and takes a long time to 
infect the lymphatic glands or to invade the liver 
through the portal vein. 


The symptoms and signs are insidious in their 
onset and generally develop at about middle life. 
They consist of “dyspepsia” of the intestinal type 
characterized by alternating diarrhoea and constipa- 
tion, frequent desire for defecation, small stools con- 
taining perhaps blood and slime and at times occult 
biood, distention of the abdomen, colic, and visible 
peristalsis. Frequently a tumor can be felt on 
bimanual examination of the loin or pelvis, but it is 
difficult to palpate a tumor of the splenic flexure. 
X-ray examination is of aid. At times, only ex- 
ploratory laparotomy will establish the diagnosis. 
This should be done early if there is grave doubt. 

The conditions that must be differentiated from 
carcinoma of the colon are ulcerative colitis, dysen- 
tery, sprue, diverticulitis of the pelvic colon, papil- 
Joma and adenoma of the colon, appendicitis with 
chronic suppuration, tuberculosis of the caecum, 
impaction of faces with irritation diarrhoea in old 
persons, and abdominal tumor. The diagnosis is 
not complete until it has been ascertained whether 
the growth is removable. 

In the treatment, the ideal is early removal of the 
tumor. Removal of the growth and end-to-end 
union is best, but in a case of tumor of the cacum, 
ascending colon, and hepatic flexure, for which the 
lower 6 in. of the ileum, the caecum, and the right 
colon must be removed to effect a cure, it is better 
to make an end-to-side union between the ileum and 
transverse colon. In order to drain the colon freely 
and prevent gaseous distention and undue tension 
upon the stitches, it is sometimes necessary to resort 
to cecostomy and to pass a rectal tube into the colon 
through the anastomosis. Operation may be success- 
ful in removing or short-circuiting the growth. In 
most cases of acute obstruction, the cause and site 
are not clear; therefore an attempt to perform a 
blind caecostomy may be disastrous. The colon may 
be obstructed by bands, volvulus, or foreign bodies. 

The liver should be examined for secondary 
growths and the site and cause of the obstruction 
discovered. If the cause is a growth, the removabil- 
ity of the tumor must be ascertained. If there are 
no secondary growths and the primary carcinoma 
is removable, valvular cacostomy is indicated, but 
if there is no hope of resection, either a short- 
circuit or a colostomy should be done since cacos- 
tomy as a permanent means of draining the bowel is 
intolerable on account of the frequent and irritating 
fluid actions. 

Colostomy is better than cwcostomy when the 
growth is irremovable and short-circuiting is im- 
practicable, and when the obstruction is low down in 
the colon. 

Short-circuiting is successful when the growth is 
irremovable. It is valuable also in some cases in 
which the obstruction is not too severe and the pa- 
tient is in fairly good condition. 

Primary resection with restoration of the natural 
channel is very dangerous treatment for acute and 
complete obstruction of the colon, the mortality 
being over 50 per cent. The danger lies in the union 
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of soft, inflamed, and damaged tissues, which fre- 
quently i in the past has led to leakage at the line of 
suture. When free drainage is established, resection 
and even re-union may not be too dangerous. In 
many acute as well as chronic cases the method of 
Paul (Mikulicz) is safe. The growth is removed and 
the ends of the colon above and below are drained 
with Paul’s tubes. The artificial anus thus made 
may close spontaneously or may be closed later by a 
comparatively safe minor operation. 

The chief objection to this method, which is rarely 
suitable except for mobile pelvic or transverse 
colons, is that the lymphatic glands cannot be widely 
removed. However, very good permanent results 
have been obtained by it. 

In cases in which the growth is in the pelvic colon, 
primary resection may sometimes be carried out with 
safety, provided the upper bowel is well drained by 
a rectal tube passed up through the anastomosis. 

In the after-treatment, the patient is given from 
% to 1 oz. of pure liquid paraffin morning and 
evening, and a full diet generally within three days 
after the operation, with the result that the bowels 
usually act normally after three or four days. 
Sometimes the action is delayed without harm. 
Occasionally it is necessary to run olive oil into the 
rectum through a soft catheter. No strong purgative 
or ordinary enema should be given. 

RaymMonp GREEN, M.D. 


Colp, R.: Chills in Acute Appendicitis. Ann. Surg., 
1927, Ixxxv, 257. 

Although the death rate in acute appendicitis has 
been materially lowered and our knowledge of the 
clinical aspects of the condition has been greatly 
increased, the incidence and significance of chills 
in this condition is still obscure. 

The statements of authorities with regard to the 
frequency and import of chills in the various stages 
of acute appendicitis are contradictory. In the 
Johns Hopkins Hospital a history of chills was given 
in 15 per cent of the cases not associated with 
abscess or general peritonitis, and in all but two the 
appendix was gangrenous, perforated, or distended 
with pus but only chilly sensations were experienced. 

In an attempt to clarify our knowledge of chills in 
appendicitis the author made a critical study of 
2,841 cases of acute appendicitis treated at the Mt. 
Sinai Hospital, New York, in the period from 1916 
to 1925 inclusive. The mortality in this series was 
5.2 per cent, divided as follows: 0.95 per cent in 
acute appendicitis, 3.1 per cent in gangrenous 
appendicitis, and 5.4 per cent in acute appendicitis 
with general peritonitis. Chills occurred in 6.8 per 
cent of the cases. As they occurred regardless of the 
pathology found at operation it is evident that in the 
first forty-eight hours they are no index to the 
severity of the disease. A primary chill on the third 
day or later seems to be associated with abscess 
formation or the onset of general peritonitis. 

The mortality in cases with chills was 6 per cent 
while that in cases without chills was 5.1 per cent. 


In cases of gangrene of the appendix the mortality 
increased from 2.6 to gper cent when chills occurred. 

Pylophlebitis occurred in 6 per cent of the fatal 
cases. The mortality of cases with a single ante- 
operative chill was no higher than that of all cases 
without chills. 

From his statistics the author concludes that in 
cases with multiple chills a routine ligation or resec- 
tion of the ileocolic vein should be done, preferably 
before the appendectomy. 

Postoperative chills are due invariably to suppura- 
tive pylophlebitis. Kart H. TANNENBAUM, M.D. 


Stetten, DeW.: Resection of Sigmoid and Bladder 
for Carcinoma with a Five-Year Cure. Ann. 
Surg., 1927, Ixxxv, 297. 


In urging radical surgery for borderline operative 
cases the author reports the case of a woman 65 
years of age who was operated upon for an adeno- 
carcinoma of the sigmoid with extensive involvement 
of the posterior wall of the urinary bladder. Resec- 
tions of the bladder and sigmoid colon with end-to- 
end intestinal anastomosis were done. 

During a stormy convalescence both a urinary and 
a fecal fistula developed with inflammatory necrosis 
of the pubic bones. At a second operation the 
fistula were dissected out and closed and the pubic 
bones curetted. A permanent catheter was left in 
the bladder for one month. The patient steadily 
improved and now weighs 17 lbs. more than before 
the operation five years ago. 

Kari H. TANNENBAUM, M.D. 


Lockhart-Mummery, J. P.: Innocent Tumors of 
the Rectum and Colon. Proc. Roy. Soc. Med., 
Lond., 1927, xx, 250. 


Congenital innocent tumors of the rectum and 
colon include the hypertrophied papilla, navi of 
various types, and the dermoids. Acquired innocent 
tumors include warts, fibroid polyps, lipomata, 
adenomata, adenomyomata, chordomata, and car- 
cinoids. 

The adenomata have a tendency to undergo early 
malignant change. Following their removal, which 
is difficult, the case should be kept under observa- 
tion for recurrence or secondary growth. ‘The oc- 
currence of multiple adenomata seems to be a 
familial disease. ‘These are usually precancerous 
and can be treated surgically only by colectomy. 

As a rule adenomyomata are associated with the 
presence of a chocolate cyst of the ovary and appear 
to arise from endometrial cells escaping into the 
peritoneal cavity by way of the fallopian tubes. 
These tumors may reach an enormous size. At 
times they can be made to retrogress by induction 
of the artificial menopause. This may be done 
instead of surgical removal of the tumor if the 
latter would be a formidable operation. 

Chordomata are rare tumors which form between 
the rectum and the coccyx and arise from the re- 
mains of the notochord. A sacrococcygeal chordoma 
may resemble a cyst, but grows very slowly. 
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The carcinoid is a very rare form of tumor which 
is usually found at the ileocacal valve. The author 
removed such a tumor from a patient 75 years of 
age and found it to resemble both a malignant and 
a benign lesion. J. Pickett, M.D. 


LIVER, GALL BLADDER, PANCREAS 
AND SPLEEN 


Diamond, J. S.: Some Considerations of the 
Pathology and Diagnosis in Diseases of the 
Liver and Biliary Tract. Med.Clin. N. Am., 1927, 
xX, 1009. 

The liver must be regarded as a complex labora- 
tory capable of metabolic, excretory, and detoxi- 
cating functions. Since only about 20 per cent of 
liver tissue is required to carry on normal metabo- 
lism, the liver has a large reserve. The liver is the 
sole regulator of the blood-sugar level; it stores and 
desaturates fats; it is the only organ that forms bile 
salts; it produces and eliminates cholesterol; it deals 
with the formation of fibrinogen and regulates blood 
coagulation; and it has a powerful detoxicating 
function, neutralizing substances which are brought 
to it from the intestinal tract and general circula- 
tion. 

Since the liver has multiple functions, there is no 
simple functional test which will measure its ca- 
pacity. 

The van den Bergh test estimates the amount of 
bile pigment in serum and is especially valuable i in 
determining the so-called latent icterus before j jaun- 
dice is evident or bile is present in the urine. It is an 
important diagnostic aid in acute and chronic chole- 
cystitis and in mechanical block of the common 
duct. 

The tetrabromphenolphthalein test determines 
the ability of the liver to eliminate foreign sub- 
stances and 1s of value in diagnosing obstructive 
jaundice. Dye retention does not indicate hepatic 
insufficiency; it shows merely a mechanical inter- 
ference in the channels climinating this substance. 

The presence of urobilinogen in the urine indicates 
liver disease except in hamolytic diseases in which 
blood destruction is taking place. This test not 
only indicates hepatic insufliciency but helps to 
differentiate the type of jaundice and the particular 
disease causing the jaundice. 

In obstructive jaundice with complete block of 
the common duct no bile enters the intestine and 
therefore no urobilinogen is found in the urine. In 
jaundice due to toxic conditions, bile is never com- 
pletely absent from the intestine and urobilinogen 
appears in the urine in large amounts. In the 
obstructive types of jaundice immediate surgery is 
usually indicated, while in the toxic types surgery 
is never indicated however severe the condition 
may be. 

Jaundice may be divided into three main types: 
(1) the obstructive type, due to mechanical causes, 
(2) the hepatogenic type, such as takes place in 
catarrhal jaundice and toxic states, and (3) the 


hemolytic type in which there is blood destruction 
as in primary anemia. 

The gall bladder must be regarded as a vestigial 
organ and its function as that of an overflow re- 
ceptacle devoid of contractile power which is able 
to receive and concentrate small quantities of bile 
whenever the intraductal pressure rises higher than 
usual. 

The factors which give rise to the symptoms of 
gall-bladder pathology are the neuromuscular ap- 
paratus of the gall bladder and cystic duct, a dis- 
ordered cholesterin metabolism leading to stone 
formation, and infectious processes with or without 
stone formation. 

Gall-bladder colic may result from any anatomical 
or mechanical condition in the abdomen which im- 
pedes the outflow of the bile from the gall bladder, 
causing marked stasis. The symptoms of colic may 
therefore arise in the absence of stones or any evi- 
dence of infection. There is no single cause respon- 
sible for the formation of gall stones. Three factors 
must be considered, namely, stasis, disturbed cho- 
lesterin metabolism, and infection. Stones due to 
infection constitute the largest number of all gall 
stones, but in their formation there must be some 
metabolic factor in addition to the infection. In- 
fection may be localized in the gall bladder or may 
spread throughout the entire biliary tract. Bile 
stasis appears to be the predisposing factor. Cho- 
langeitis usually results when the free flow of bile in 
the ducts is interfered with in the presence of in- 
fection and may cause death without producing 
suppuration or recognizable macroscopic changes in 
the walls of the ducts. 

Bacteria may gain access to the bile from the 
blood, the intestines, or the lymphatics, and may be 
present in the bile even in normal persons. ‘The 
streptococcus appears to be the chief etiological 
organism in infections of the gall bladder, especially 
in the deeper layers of the organ, while the colon 
bacillus is more frequently found upon the mucous 
membrane. 

Cholecystitis may be either acute or chronic 
and may involve the remainder of the biliary tract 
and even regional organs. The symptoms of biliary 
tract disease are all due to infection and inflamma- 
tion in the gall bladder or ducts. Recurrence of the 
symptoms following operation indicates that pain 
is not due to mechanical conditions alone. Chole- 
cystitis may often be present without stone forma- 
tion, and frequently the removal of a normal 
appearing gall bladder is necessitated by definite 
gall-bladder symptoms. 

The diagnosis of gall-bladder disease must often 
rest on the clinical data, especially the history. In 
definite cases of biliary disease with frequent at- 
tacks, cholecystectomy is the only treatment. Medi- 
cal measures consist in the removal of foci of infec- 
tion, a proper diet to prevent overloading of the 
gastro-intestinal tract, and the occasional adminis- 
tration of a hydragogue cathartic to promote bile 
drainage. Cyrit J. M.D. 
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Chifoliau: A Serous Cyst in the Suspensory Liga- 
ment of the Liver (Kyste séreux dans le ligament 
suspenseur du foie). Bull. ct mém. Soc. nat. de 
chir., 1926, lii, 1197. 

The author reports a case of cystic tumor of the 
right hypochondrium which was thought to be a 
hydatid cyst of the inferior surface of the liver or a 
mesenteric cyst. At operation, a pedunculated cyst 
the size of an ostrich egg was found between the 
leaves of the suspensory ligament of the liver. This 
was removed unopened. The patient made a com- 
plete recovery. Leo M. ZimMerman, M.D. 


Graham, E. A.: The Present Status of Cholecystog- 
raphy, and Remarks on the Mechanism of 
Emptying of the Gall Bladder. Surg., Gynec. & 
Obst., 1927, xliv, 153. 

Cholecystography provides a means of investigat- 
ing the only functions of the gall bladder which are 
known, namely, its ability to concentrate its con- 
tents, as revealed by an increasing density of the 
shadow, and its ability to store bile, as shown by 
changes in the size of the shadow. As it is a func- 
tional test it also affords evidence of even early and 
comparatively mild inflammatory disturbances. It 
has been of value in the diagnosis of cholecystitis 
and has been the means of recognizing many more 
cases of calculi than has been possible by the 
ordinary X-ray examination. It will reveal peri- 
cholecystitis and pericholecystic adhesions, show 
the relation to the gall bladder of shadows seen in 
an ordinary film, and demonstrate various anomalies 
and abnormalities such as diverticula, double gall 
bladder, etc. 

Of 1, 246 cases examined by cholecystography by 
the author and his associates, the gall bladder was 
removed and subjected to microscopic examination 
in 147. In 143 (97.28 per cent) of these 147 cases the 
X-ray diagnosis was confirmed. It is realized that 
this percentage of diagnostic efficiency for the 
method may not be strictly accurate, based as it is 
only on cases in which cholecystectomy was per- 
formed, since it is possible that in some of the cases 
regarded as normal and therefore not subjected to 
operation, some disease of the gall bladder may have 
been present. However, in the few cases in which 
abdominal operations for other conditions have per- 
mitted Graham to examine gall bladders diagnosed 
normal by cholecystography, his findings have led 
him to believe that approximately the same per- 
centage of correctness will hold for the normal as for 
the pathological cases. 

The findings of others with cholecystography as re- 
ported in the literature are given in a table. Only 
those findings are presented which were verified by 
operation. 

Of 446 cases reported in the literature, and exam- 
ined by the author, in which gall bladders diagnosed 
as pathological by cholecystography were examined 
at operation, the X-ray failed to be confirmed in only 
ten. Therefore the diagnosis made by cholecystog- 
raphy was correct in 97.8 per cent. It is very sur- 


prising to Graham that this high figure, only 2.2 per 
cent short of perfection, should have been reached in 
this early period of development of the method and 
by many different observers. It is probable that as 
experience with the procedure grows, it will increase 
still further. In fact, several of the surgeons cited 
in the table are of the opinion that in some of the 
cases in which they considered the gall bladder 
normal contrary to the X-ray diagnosis there was 
considerable doubt as to the correctness of this 
opinion. 

The criteria of interpretation of a normal and an 
abnormal gall bladder respectively have been given 
so frequently in other publications that they are not 
mentioned here except for the statement that 
failure to obtain any shadow after the use of the 
intravenous method is the most certain indication of 
disease of the gall bladder. The interpretation is 
most difficult in those cases in which there seem to be 
variations from the normal in faintness of the 
shadow and delay of its disappearance. It is in this 
type of case that Graham has had his only errors of 
diagnosis. 

Graham prefers the intravenous method and ad- 
heres rather closely to the technique which he has 
described from time to time in various publications. 
It will be seen from the table that other workers who 
have used the intravenous method have in general 
obtained a higher percentage of correct results than 
those who have used the oral method. The most 
serious objection to the administration of any sub- 
stance for cholecystography by mouth is the un- 
certainty as to whether a sufficient amount has been 
absorbed to reveal the gall bladder in a case in which 
there has been failure to obtain a shadow. 

The objection to the intravenous method is the 
fear of a general toxic reaction or a thrombophlebitis 
at the site of the injection. 

The fear of reactions invites a discussion of the 
toxic effects of those substances which are now 
known to be capable of making the gall bladder 
visible. An ideal substance for cholecystography 
would be one without toxic effects. Such a sub- 
stance has not been found. Of forty-three substances 
with which the author has experimented, twelve. 
render the gall bladder visible, but all of these have 
some toxic property. Up to the present time the one 
which seems most satisfactory from the standpoint of 
toxicity is phenoltetraiodophthalein which differs 
from its isomeric compound, tetraiodophenolphtha- 
lein, in the position of the iodine atoms in the 
molecule. This substance, while less toxic than the 
others, has the disadvantage of being much more 
expensive. On the other hand, it can be used for 
simultaneous cholecystography and tests of hepatic 
function since it gives a strong purple color in 
alkalinized serum. Graham has been using it for 
cholecystography almost exclusively during the 
last six months. His experience has shown a marked 
decline in toxic reactions of all kinds. This decline 
has been noted particularly since he has used 
phenoltetraiodophthalein. 
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In his last 503 cases there has not been a single 
instance of severe general reactions. Patients are 
requested to notice whether any of the following 
symptoms occur after the administration of the 
substance: headache, dizziness, nausea, vomiting, 
weakness, diarrhoea, pain in the back or abdomen, 
chills, “smothering,” “nervousness.” If any of 
these symptoms occur, the presence of a toxic reac- 
tion is recorded. In many instances the recorded 
reactions have been so slight that they would have 
escaped notice if the patient had not been warned to 
look for them 

The incidence of reactions of all kinds after the 
intravenous use of the newer substance, phenol- 
tetraiodophthalein, has fallen nearly 50 per cent as 
compared with the intravenous use of tetraiodo- 
phenolphthvein, an 1 is considerably lower than after 
the oral administration of either substance. Phlebitis 
should not occur if the vein is washed with physiolog- 
ical saline or Ringer’s solution immediately after the 
completion of the injection of the substance. If it 
does occur, the application of heat to the arm usually 
results in a prompt disappearance of the symptoms. 
Graham has repeatedly cautioned against the use 
of the intravenous method in the cases of patients 
with severe cardiorenal disease and aged patients 
and has emphasized the necessity for the use of a 
pure product, freshly prepared solutions, and 
meticulous care concerning sterility, etc. He favors 
the administration of the dose in two injections half 
an hour apart as a safeguard against general reac- 
tions. His own experience has been practically con- 
fined to the preparations of one firm. Ampoules con- 
taining individual doses of the crystals are a safe- 
guard against deterioration from oxidation of the 
substance by exposure to the air, such as must occur 
to some degree when the drug is purchased in bulk. 

With a means at hand of seeing the normal gall 
bladder in the living subject, it was logical to look 
for contraction waves similar to the familiar peristal- 
tic waves of other parts of the alimentary canal. No 
such waves have been seen although a search has 
been made fluoroscopically repeatedly by Graham 
and others. Certain rhythmic contractions in the 
gall bladder were described long ago by Bainbridge 
and Dale. Graham found such contractions, but 
because they occurred synchronously with respira- 
tory movements, he attributed them to increases in 
the intra-abdominal pressure caused by respiration. 
However, much more direct evidence was necessary 
to determine: (1) whether the muscle contracts and 
(2) if such contraction occurs what its importance 
may be in the emptying of the gall bladder. 

It has been a frequent observation of surgeons that 
mechanical stimulation of the living gall bladder 
elicits no appreciable contraction waves. The older 
literature contains records of many experiments 
from which it was concluded that stimulation of the 
vagus or of the sympathetic induces contractions of 
the gall bladder, but all of the methods of expeti- 
mentation were open to criticism. More recent work 
by Copher and Kodama and by Whitaker has failed 


to show any appreciable response in the gall bladder 
to nerve stimulation, and Whitaker has made the 
important observation that, even with both vagi 
cut, the gall bladder empties in normal time. Of 
great significance is the fact that the normal gall 
bladder is never found empty. Copher has shown 
that if a daily injection of tetraiodophenolphthalein 
is given to a dog, the gall bladder shadow is always 

present, demonstrating fairly conclusively that the 
organ is never entirely empty. These considerations 
lead to the conclusion that the mechanism of empty- 
ing must be different from that of the urinary blad- 
der and the intestine. 

Winkelstein concludes that the emptying is largely 
a passive process independent of intrinsic contraction 
of the muscle, and lays great stress on the changes ol 
intra-abdominal pressure as the force responsible 
for the emptying. The important point is the rela- 
tive resistances of the different structures to pressure, 
ie., whether the outlet of the common duct would 
be obstructed by the pressure necessary to squeeze 
the gall bladder. Graham believes this point re- 
quires further investigation. It seems unsatisfactory 
to him to attempt to explain the emptying entirely 
on the basis of increased abdominal pressure. 

Other possible factors in the process of emptying 
are: (1) a gradual washing out of the gall bladder 
by the ingress of fresh liver bile, (2) an elastic recoil 
of the overdistended viscus when the pressure in 
the common duct is suddenly reduced by the open- 
ing of the duodenal end of the duct, and (3) the 
absorption of its contents through the wall. 

Boyden has called attention to the fact that the 
gall bladder contains relatively much more elastic 
tissue than the intestine, and has shown that it is 
mechanically possible for it to empty itself by calling 
into play the two mechanisms of a gradual washing 
out by the inflow of fresh liver bile and elastic recoil. 

According to Graham, it is possible that much, if 
not all, of the importance formerly ascribed to the 
sphincter of Gage or of Oddi might properly be 
ascribed merely to variations in tonus of the ordinary 
duodenal musculature. Strong evidence in favor of 
this theory has been presented by Burget and 
Carlson. Of great importance in this connection was 
the contribution of Boyden who reported that a 
meal of egg yolk and cream will usually cause the 
disappearance of the normal cholecystographic 
shadow in a few hours. Sosman, Whitaker, and 
Edson have found that such a meal will reduce the 
shadow to about one-tenth its former size within the 
brief time of one hour and forty-five minutes. 
Copher and Kodama have found that oleic acid is 
even more powerful in this respect. To investigate 
the question, they used Whitaker’s method of in- 
jecting lipiodol into the gall bladder of the experi- 
mental animals through laparotomy _ incisions 
twenty-four hours before giving the meal of egg yolk 
and cream. Lipiodol injected into the gall bladder in 
this way produces a sharper contrast in the X-ray 
films than any of the substances used for cholecys- 
tography in clinical cases. ‘These studies yielded 
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strong evidence of intrinsic contractions of the wall 
of the gall bladder. Additional evidence, obtained 
by different methods, in favor of the occurrence of 
contractions has been presented in a recent article 
by Higgins and Mann and in two reports by Mc- 
Master and Elman. 

In the author’s opinion the important question is 
not whether contractions occur, but whether they 
are able to empty the gall bladder. From other 
experiments carried on by his associates and de- 
scribed in this article it seems to him evident that 
intrinsic contractions of the wall of the gall bladder, 
aside from the factor of elastic recoil, are not suffi- 
cient to empty the organ. He therefore concludes 
that the gall bladder is emptied of its contents 
through the cystic duct by the washing out of its 
contents by bile from the liver, by the elasticity or 
contractile mechanism of its walls, and by variations 
of intra-abdominal pressure. In the light of the new 
evidence he believes we have not assigned sufficient 
importance to the factor of intrinsic contractions of 
the muscle and that this factor should be added 
to the physical forces mentioned as responsible for 
the emptying of the organ. He is unwilling to 
ascribe an exclusive réle to muscular contractions. 

Emm C, Rosrrsuek, M.D. 


Moore, S.: Further Observations on Cholecystog- 
raphy. Med. J. & Rec., 1927, cxxv, 260. 

The normal visualized gall bladder may be found 
located anywhere between a point opposite the ninth 
rib posteriorly and a point below the level of the 
pelvic brim, and between the abdominal parietes 
and the r-idline. During the period of examination 
it may shift its position materially. Visualization 
depends upon the angle of the rays; therefore the 
cholecystogram shows greater variations in form, 
size, and position than are found on the operating 
table or in the autopsy room. No pathological signif- 
icance is to be ascribed to these variations. 

Assuming that liver function is relatively normal 
and the ducts are patent, non-visualization of the 
gall bladder by cholecystography is conclusive evi- 
dence that the concentrating function of the gall 
bladder is absent or decreased so that the quantity 
of fluid removed from the bile is not sufficient to 
render the organ visible. Faint visualization of the 
gall bladder with prompt disappearance of the 
shadow parallel to that in normal subjects indicates 
impairment of concentrating function. This is in- 
dicated also when the gall bladder is not visualized 
until later than normal. 

Graham and his coworkers have shown conclu- 
sively that cholecystitis is usually the result of hepa- 
titis and causes the concentrating function of the 
gall bladder to disappear very early. The findings 
of repeated cholecystography and of examination of 
excised gall bladders indicate that when inflamma- 
tion has once developed, the function of the gall 
bladder will not be restored and that a gall bladder 
which has lost its function is just as fruitful a source 
of further trouble as a fibrous appendix or a devi- 


talized tooth, since it acts as a focus of infection and 
re-infection. E. Suackieton, M.D. 


Chiray, M., and Pavel, I.: A Pathological, Clinical, 
and Therapeutic Study of the Strawberry Gall 
Bladder (La vésicule fraise; étude pathogénique, 
clinique, et thérapeutique). Ann. d’anat. path., 
1926, iii, 769. 

The “strawberry gall bladder” shows, scattered 
over its mucosa, numerous projecting yellowish- 
white masses which usually occupy the summits of 
the villi and ruge. 

This lesion has been observed for some time, but 
has not always received the attention it merits. Ref- 
erence to the presence of deposits of cholesterin in 
the mucosa of the gall bladder was made by Aschoff, 
Roussy, Laroche, and Flandin, and colored illus- 
trations of the lesion are to be found in certain 
textbooks, but although the condition was estab- 
lished as a morbid entity by MacCarty in roro, it 
has attracted general interest only since a statistical 
study of it was reported by MacCarty in 1919 and 
other investigators advanced the theory that it is the 
initial lesion of gall-stone formation. According to 
MacCarty, its frequency is 18 per cent. 

Microscopic examination shows, beneath the 
epithelium, masses of large cells (40 to 50 micra in 
diameter) which usually occupy the free extremities 
of the ruge. ‘These cells contain a large amount 
of reticulated protoplasm and a relatively small 
vesicular nucleus. Special stains show the retic- 
ulated cytoplasm to be densely infiltrated with 
lipoids. ‘These masses of cells may occur with less 
frequency in the deeper layers of the mucosa. 
Lipoidal deposits in the epithelium, which is usually 
intact, are inconstant. 

There are minor degrees of this condition which 
cannot be detected macroscopically. Beneath the 
epithelium are found a variable number of endo- 
thelial cells charged with fat and distributed along 
the lymphatics. 

Certain strawberry gall bladders, typical in their 
gross appearance, show a very different disposition 
microscopically in that the masses of lipoids, instead 


of being lodged in cells, are free in the interstitial - ; 


tissue. ‘This type is quite rare. 

All of the forms of strawberry gall bladder de- 
scribed are associated with evidences of chronic 
inflammation. 

With regard to the origin of the “‘pseudo-xan- 
thomatous cells,” the author reports that Anitsch- 
kow has recently produced these cells experimentally 
by provoking a suppurative or non-suppurative 
inflammation of the gall bladder and feeding a diet 
rich in cholesterin. The inflammation causes the 
appearance of macrophages containing neutral fats 
which, in the presence of an excess of cholesterin, 
— transformed into the pseudo-xanthomatous 
cells. 

Clinically, the réle of hypercholesterinamia re- 
mains to be determined, but the importance of 
infection has been amply demonstrated. 
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The fact that the strawberry gall bladder is found 
in only one of every three or four cases of chronic 
cholecystitis gives rise to speculation regarding the 
type of infection which favors it. In the authors’ 
opinion the anatomical type of the lesion is of greater 
importance than the invading organism. The lesion 
is an acute inflammation with diffuse leucocytic 
infiltration which acts by interfering with the 
lymphatic drainage and hence with the removal of 
the lipoids absorbed by the gall-bladder mucosa. 
With subsidence of the inflammation the lymph stasis 
may be maintained by mechanical factors. The 
authors believe that this process is reversible up to 
the point at which the fat-laden cells lose their 
vitality. 

The strawberry gall bladder gives rise to symp- 
toms which usually lead to operation. While the 
authors believe that the lesion may be cured by ap- 
propriate medical treatment in a considerable per- 
centage of cases, the exact diagnosis of the lesion 
which this treatment would demand is at present 
unattainable. Gosset, believing the lesion to be a 
precursor of lithiasis, advises cholecystectomy. The 
authors do not accept the theory that cholelithiasis 
is a usual sequel. Lecéne and Moulonguet find that 
cholecystectomy rarely effects the radical cure 
expected, the attacks of fever, pain, and digestive 
disturbance continuing after the operation. Their 
best results were obtained with cholecystostomy. 
The authors believe this is the rational treatment 
when the gall bladder has conserved its suppleness, 
as it breaks the vicious circle which has been estab- 
lished. 

The very favorable effect of cholecystostomy in- 
dicates the reversibility of the mechanism which 
produced the lesion. When the infection has com- 
pletely subsided, curettage seems a legitimate 
procedure. 

The article contains several colored plates. 

Apert De Groat, M.D. 


Mentzer, S. H.: The Pathogenesis of Biliary 
Caleuli. Arch. Surg., 1927, xiv, 14. 

Mentzer discusses the various theories of the 
origin of gall stones. He adduces evidence against 
the contention that infection is the cause of all gall 
stones. Pure cholesterin stones and cholesterin-rich 
stones are often found in normal-looking, thin- 
walled gall bladders. The presence of bile pigment 
in the stone is indicative of inflammatory changes 
in the wall; these always accompany dark ‘‘common” 
stones. The author therefore suggests that the depo- 
sition of bilirubin has some relation to inflammation, 
but that the precipitation of cholesterin has none. 
In 19 per cent of his cases of gall stones the stone 
was of the cholesterin type and there were gross 
deposits of cholesterin in the wall of the gall 
bladder. 

Mentzer cites the opinions of others concerning the 
relation between cholesterin-laden papillomata and 
the formation of calculi, and his own work demon- 
strating the similarity of the organic structure of 


calculi to that of polypi of the gall bladder. He 
believes it probable that portions of the mucous 
membrane, laden with cholesterol, furnish nuclei 
for precipitation. 

In all of several thousand gall stones which 
Mentzer examined, a nucleus of some sort was 
found. He suggests that a nucleus may be a mechan- 
ical necessity, but admits that the presence of a 
foreign body will not alone cause the formation of 
a stone. The nucleus is usually a mass of bile pig- 
ment (“bile thrombi” of Naunyn). 

In measurements of the cholesterol content of 
the blood in 200 cases of gall-bladder disease, Ment- 
zer found that it was higher, on the average, when 
stones were present. He cites the well-known rela- 
tion of gall-stone disease to pregnancy with its 
tendency toward hypercholesterinewmia, and_ its 
relation to obesity as evidence of the influence of a 
disturbance of cholesterin metabolism on the forma- 
tion of stones. 

Mentzer’s own observations have led him to sup- 
port the opinions of others that the gall bladder 
may absorb cholesterin. 

In the end the author appears to ignore his 
earlier conclusions in regard to the organic structure 
of a gall stone and suggests that obstruction to the 
passage of cholesterin through the gall-bladder wall 
leads to the accumulation of this substance in the 
gall-bladder bile. Supersaturation and disturbance 
of the colloidal balance then lead to the precipitation 
of cholesterin and bile salts. 


Burden, V. G.: The Surgical Pathology of the Gall 
Bladder. Ann. Surg., 1927, Ixxxv, 239. 


The author studied the pathology of chronic 
cholecystitis in 112 surgical specimens by immediate 
examination of the gross specimen and frozen sec- 
tions. The condition is usually not the result of 
an acute process, but begins as a mild infection and 
inflammation of the mucosa and submucosa, and 
progresses deeper into the wall of the viscus where it 
becomes established around glands, crypts, and 
diverticula and between the muscle bundles. Its 
chronicity is favored by the anatomical and his- 
tological structure of the organ which favors stasis 
and obstruction. 

Intramural diverticula are frequently present and 
have a direct relationship to infection, stone forma- 
tion, perforation, and pericholecystitis. 

The muscle of the gall bladder plays an active part 
in the normal function of the organ and undergoes 
characteristic changes when the outlet of the viscus 
is intermittently or partially obstructed. 

Stones are often a complication of cholecystitis 
and usually an inevitable result of long-continued 
infection but they may also form in the early stages 
of inflammation. 

Cholecystitis is usually a primary infection. 
Cholecystectomy is a logical procedure because it 
removes the focus from which the attending and 
complicating lesions of cholecystitis take their 
origin. SAMUEL Kaun, M.D. 
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Leclerc, G., and Lecéne, P.: Traumatic Rupture 
of the Biliary Ducts; Localized Choleperito- 
neum; Intervention; Recovery (Rupture trauma- 
tique des voies biliares; cholépéritoine localisé; 
intervention; guérison). Bull. et mém. Soc. nat. de 
chir., 1926, lii, 1208). 


This article reports the case of a 15-year-old boy 
who sustained a skull fracture, fractures of the 
humerus and femur, and multiple lacerations in an 
industrial accident. Several days after the injury, 
crises of abdominal pain associated with vomiting 
began. The abdomen was tender, especially over 
the right side, but not rigid. Appendicitis or 
cholecystitis was suspected. A few days later there 
appeared in the epigastrium, extending over to- 
ward the right side, a tumor which was dull on 
percussion, cystic, and slightly tender on pressure. 
and which increased gradually in size. 

Laparotomy performed twenty-five days after the 
injury disclosed a cystic accumulation in the upper 
abdomen, the fluid of which was bile-colored. Fol- 
lowing evacuation of the cyst, the cavity was 
drained and the abdomen closed. Chemical ex- 
amination of the fluid proved it to be bile. Un- 
eventful recovery resulted. 

In late recognized, well-encysted choleperitoneum, 
exploration to determine the exact location of the 
lesion is not necessary; simple drainage of the collec- 
tion is suflicient to insure recovery. Experimental 
studies have shown that longitudinal lacerations of 
the gall bladder or extrahepatic bile tracts tend to 
heal readily, provided there is no intracanalicular 
obstruction. Surgery has demonstrated the same 
tendency in man. ‘Transverse rupture of the tracts, 
however, will lead to a biliary fistula which may 
prove fatal if only incision and drainage of the 
accumulation is done. In such cases, immediate 
reconstruction of the ducts is indicated. This is 
best accomplished by carefully suturing over a 
rubber tube in the duct. If this is not done, a sub- 
sequent intervention will be necessary and will be 
rendered more difficult by the formation of cica- 
tricial adhesions. Leo M. Zimmerman, M.D. 


Lotzin, R.: The Relation of Gall Stones to Cancer 
of the Extrahepatic Biliary Passages, and a 
Contribution on the Migration of Gall Stones 
and Hydrops of the Biliary Passages (Ucber die 
Beziehungen zum Krebs der extrahepatischen Gal- 
lenwege; zugleich ein Beitrag zur Lehre von den 
Gallensteinwanderungen und dem Hydrops_ der 
Gallenwege). Arch. f. klin. Chir., 1926, ¢xxxix, 525. 


In 2,943 autopsies performed in the period from 
1919 to 1925, undoubted primary carcinoma of the 
biliary passages was found in twenty-seven (about 1 
per cent). Among the latter there were nineteen 
carcinomata of the gall bladder and three of the 
cystic duct. The average time between the appear- 
ance of the first symptoms and death was about six 
months. In three-fourths of the cases there were no 
premonitory symptoms such as colic or pain, yet in 
half of these, gall stones were also found later. 


The ratio of carcinoma of the gall bladder and 
cystic duct in males and females was 2:3. In other 
parts of the bile passages there was no difference in 
the incidence of carcinoma in the two sexes, this 
being in accord with Kehr’s findings. Squamous 
cell epithelioma was present in four cases. The 
combination of pure cholesterin stones with car- 
cinoma described by Aschoff did not occur; this is a 
rarity. Of the cases of stone formation, only 7 per 
cent (eighteen of 252) were associated with car- 
cinoma, a finding which indicates that gall stones 
are not of great importance in the development of 
cancer. 

Carcinoma without stone formation was found 
more frequently in males than in females, whereas 
carcinoma with stone formation was found more 
commonly in females than males. Carcinoma and 
stone formation are independent of each other. 
Their frequent association is due to a common cause, 
a change in the bile, metabolic or infectious, with 
consequent irritation of the mucous membrane. 

The cases reviewed prove anew that faceted 
cholesterin-pigment-calcium stones practically never 
occur primarily in the bile ducts. These are charac- 
teristic of the gall bladder, whereas stones primary 
in the ducts have the character of the earthy or so- 
called pigment stones. 

The cases confirm Aschofi’s conception of the gall 
bladder as a pressure-equalizing and bile-concentrat- 
ing organ. Hydrops occurs only when its function 
fails. 

In conclusion the author gives some statistics on 
the cases of gall stones. In about 75 per cent of 
these there had been no clinical difficulties. Migra- 
tion of the stones had occurred in 11.2 per cent of the 
female subjects and 22 per cent of the male subjects. 
In the women, the highest incidence of gall stones 

vas between the fiftieth and sixtieth years of age, and 
in the men, between the sixtieth and seventieth years 
(autopsy cases). TOELKEN (Z). 


Kaufmann, M.: An Experimental Study of the 
Lymphatic Theory of Pancreatitis. Surg., 
Gynec. & Obst., 1927, xliv, 15. 

In describing the mechanism of pancreatic infec- 
tion by the lymphatic route, Kaufmann quotes 
Deaver as saying, ‘‘ The infection spreads from an 
inflamed gall bladder to the cystic lymph node, then 
by a periductal lymphangitis through the nodes 
along the common duct to those at the head and 
margin of the pancreas, and thence to the regional 
lymphatic distribution to the head of this organ.” 
In another article he says, ‘The lymphatics of the 
head of the pancreas which arise in the neighbor- 
hood of the bile duct are intimately connected with 
the lymphatics of the lower end of the bile duct, and 
these in turn are intimately associated with the 
lymphatic ducts of the gall bladder. In infection of 
the regional lymph nodes, this can very easily cause 
a damming back of the lymph and cause aseptic 
inflammation of the interstitial pancreatic tissue 
with subsequent organization and cicatrization.” 
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There are three possible explanations of the 
etiology of pancreatitis. The first is the conversion 
of the common bile duct and the duct of Wirsung 
into one continuous channel permitting the entrance 
of infected or chemically altered bile into the pan- 
creas, this conversion being caused by the impaction 
of a small stone or inspissated mucus in the ampulla 
of Vater or by spasm of the sphincter of Oddi closing 
up the common entrance of the two ducts into the 
duodenum. The second is the possibility of the re- 
gurgitation of duodenal contents through the ampulla 
into the duct of Wirsung. The third is the extension 
of an inflammatory lesion from neighboring organs 
such as the gall bladder and bile ducts to the pan- 
creas by way of the lymphatics. 

Graham and Peterman claimed to have produced 
a pancreatic lymphangitis. They infected the liver 
lymphatics by injecting organisms into the portal 
vein, traced their route of infection from the lympha- 
tics of the liver to the gall bladder along the common 
duct and to the pancreas, and then demonstrated 
polymorphonuclear leucocytes and bacteria in the 
interlobular connective tissue. In a repetition of 
these experiments the author confirmed their find- 
ings but discovered, in addition, identical changes 
in the spleen, kidne ’s, heart muscle, and lungs which 
indicated a bacteremia and accounted also for the 
changes in the pancreas. 

The experimental work was done on cats. In four 
cats, the right lobe of the liver was inoculated by 
introducing 2 or 3 drops of a beef infusion broth 
culture of staphylococcus aureus under Glisson’s 
capsule. At necropsy ten days later, numerous sec- 
tions throughout the pancreas failed to show in- 
flammatory changes of any kind. The blood cul- 
tures were positive. In thirteen cats, inflammatory 
conditions were produced in the gall bladder. At 
necropsy it was shown that cholycystitis was pro- 
duced in the thirteen animals used, and in no case was 
there evidence of a pancreatitis of lymphatic origin. 

The theory of the lymphatic origin of pancreatitis 
is based on the assumption that in infection of the 
regional lymph nodes the infection can easily cause 
a damming back of the lymph and aseptic inflamma- 
tion of the interstitial pancreatic tissue with sub- 
sequent organization and cicatrization. However, 
such a damming back of lymph would require not 
only failure of the valvular action of these trunks, 
but also complete inhibition of their muscular action, 
conditions difficult to conceive. 

The author concludes that there is as yet no 
anatomical, experimental, or clinical proof warrant- 
ing acceptance of the theory of the lymphatic origin 
of pancreatitis. Raymonp GREEN, M.D. 


Herfarth, H.: Splenectomy in the Blood Diseases, 
the So-Called Splenomegalies, and the In- 
fectious Splenic Tumors (Die Splenektomie bei 
den Bfutkrankheiten, den sogenannten Spleno- 
megalien und den_ infektioesen Milztumoren). 
Beitr. 2. klin. Chir., 1926, cxxxvii, 744. 

Attention is called to the tendency toward con- 
servatism in surgery of the spleen. Prolonged ob- 


servation has given Herfarth the opportunity to 
report the results of splenectomy in diseases of the 
blood and infectious processes. 

The literature to date on hemolytic icterus re- 
ports 175 cases with six deaths. Hamolytic icterus 
may be absolutely and promptly relieved by sple- 
nectomy, even though the operation does not meet 
the etiological indication. The author’s cases show a 
result lasting for seven and four years, respectively. 
This operation is not advisable when the symptoms 
of the disease are mild. 

With regard to pernicious anemia the Breslau 
Clinic supports the views of Eppinger. By splenec- 
tomy, the hyperfunctioning spleen is removed from 
the otherwise hypofunctioning hematopoietic sys- 
tem. Of twelve patients subjected to splenectomy 
for pernicious anwmia, one survived for six and a 
half years, one for one and a half years, and one for 
one year without recurrence. Remissions may fol- 
low splenectomy when other treatment fails 

In aplastic anemia, splenectomy is contra- 
indicated. 

In essential thrombop:enia, splenectomy is in- 
dicated definitely. Up to the present time thirty- 
three cases have been reported in the literature. 
There have been no failures in the chronic form of the 
condition. The Breslau Clinic is able to report re- 
sults lasting for periods up to six and a half years. 
The author is under the impression that the acute 
form is a disease picture of peculiar etiology. Of six 
patients operated upon up to the present time for 
the acute condition, four died. According to the 
experience of some surgeons, ligation of the splenic 
arteries promises good results. 

Splenectomy is indicated in very obstinate cases 
of pseudoleukamic anemia of infants. Improve- 
ment has been noted in a few cases. 

Experience with splenectomy in leuk:emia has 
been very unfavorable. Splenectomy is to be con- 
sidered in this condition only when the symptoms 
are produced by a very large tumor. Of fifty-four 
patients whose cases are reported in the literature, 
only eight survived the operation for a year. 

In polycythemia, splenectomy is contra-indicated 
as the already existing hyperfunction of the blood- 
destroying forces is increased by removal of the 
spleen. 

According to the views of the Breslau Clinic, 
thrombophlebitic tumor of the spleen should be 
operated upon when there are hemorrhages threat- 
ening life. Of seventeen patients whose cases are 
reported in the literature, only nine survived the 
operation. In the presence of thrombosis of the 
portal vein, the greatest reserve is necessary. 

In Hanot’s hypertrophic cirrhosis of the liver, 
splenectomy is a desirable procedure to prevent the 
further spread of the condition. 

Up to the present time the literature contains the 
reports of five cases in which operation was performed 
for acute yellow atrophy of the liver. Four of the 
patients died. Splenectomy may offer a hope of 
success if the atrophy has not progressed too far. 
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The author believes that splenectomy may control 
Gaucher’s disease. 

The syphilitic tumor of the spleen in the secondary 
stage of syphilis—which is usually a manifestation 
of the general infection and not a sign of splenic 
syphilis—shows a tendency to recede under specific 
treatment. Splenectomy comes up for consideration 
in cases of large splenic tumors in the tertiary stage 
with the syndrome of Banti’s disease. 

The malarial spleen should be extirpated only 
when there are severe tumor symptoms with a 
movable spleen, torsion of the pedicle, or rupture of 
the spleen. 

In tuberculosis of the spleen the only condition of 
surgical interest is the primary, isolated, so-called 
“surgical tuberculosis,” in which splenectomy is 
followed by good permanent results. In secondary 
tuberculosis of the spleen, splenectomy should be 
undertaken only when the splenic condition is re- 
sponsible for the predominating symptoms. 

Loenr (Z). 


MISCELLANEOUS 


Beye, H. L.: Transphrenic Infection: Report of 
Ten Cases. Arch. Surg., 1927, xiv,240. 


The diaphragm presents a striking barrier to the 
spread of infection from the pleural cavity. Exten- 
sion through it in cases of empyema or lung abscess 
is remarkably infrequent. In a series of 190 cases of 
acute and chronic empyema treated on the surgical 
service of the hospital of the University of Iowa since 
January 1, 1915, infection passed through the dia- 
phragm in only one instance, and in this case the 
diaphragm was traumatized at operation. 

In infections originating below and in contact 
with the diaphragm, the process may pass upward to 
involve the pleural cavity or lung parenchyma. In 
the author’s series of twenty-four cases of sub- 
phrenic abscess, a transphrenic infection occurred 
spontaneously in eight. In another case the pleura 
was opened when the abscess was drained, but there 
was already such a marked and sudden reaction in 
the pleura that pleural infection was imminent. 

This is explainable on the basis of the lymphatic 
drainage of the diaphragm. The diaphragm is sup- 
plied with a rich network of lymph vessels which lie 
on the thoracic and abdominal surfaces of the muscle, 
penetrate it freely, and drain into systems of nodes 
which lie on the thoracic side. Probably in most 
cases the extension of infection upward is purely 
lymphatic at the outset. 

An uncomplicated case of subphrenic abscess will 
often be difficult to interpret and treat. The 
difficulty is likely to be greatly increased when the 
condition is complicated by an extension of the 
infection above the diaphragm to the pleural space 
or lung. 

Of ten cases, the subphrenic infection developed 
as a complication of an acute attack of appendicitis 
in three. In a fourth, an operation had been per- 
formed for appendicitis two years before and at 


autopsy an abscess was found extending from the 
diaphragm to the pelvis with a perforation into the 
cecum. Four patients probably had acute perfora- 
tions of peptic ulcers and one a perinephric infection. 
In the tenth case the original condition was acute 
empyema. 

Beye particularly stresses the importance in the 
diagnosis of a complete history and roentgen-ray 
study. In some cases lung mapping helps. Drainage 
of the empyema may be sufficient, but in some 
cases drainage of the subphrenic abscess may be 
necessary in addition. 

Ten cases are reported in detail with the operative 
and autopsy findings. The author draws the follow- 
ing conclusions: 

The diaphragm is an efficient barrier to the exten- 
sion of infection from the pleura to the peritoneum. 

Because of the lymphatic drainage, the extension 
of infection from a subphrenic abscess to the pleura 
or lung occurs commonly. 

A gross break in the diaphragm takes place in the 
majority of cases with a direct connection between 
an infraphrenic and a subphrenic involvement. 

In some cases, drainage of either the infraphrenic 
or the supraphrenic infection will lead to the cure of 
both, but in the majority of cases, drainage of each 
area of involvement is necessary. 

Joun J. Matoney, M.D. 


Tavernier: Late Results Following a Left Lumbar 
Contusion; Subphrenic Abscess; Pylephlebitis; 
Death Nine Months After the Accident (Acci- 
dents tardifs consécutifs 4 une contusion lombaire 
gauche; abscés sous-phrénique; pyléphlébite; mort 
neuf mois apres l’accident). Lyon Chir., 1926, xxiii, 
648. 

In an automobile accident, a man 39 years of age, 
suffered a contusion of the left lumbar region, slight 
concussion of the brain, and contusion of the thorax 
associated with small rales at the left base and de- 
creased breath sounds. ‘The head injury was the 
only one that seemed to be of any importance, but 
as the signs of concussion soon disappeared and 
there was no fracture of the skull the scalp wound 
was sutured and the patient sent home. 

After three mofths he went to work, but soon 
began to have fever and chills. When the author 
re-examined him a month later he found a sub- 
phrenic abscess. Drainage of the abscess was fol- 
lowed by recovery but phlebitis of the right leg then 
developed and at the end of the sixth month there 
was an infarct of the right lung. In the eighth 
month, pylephlebitis developed, beginning in the 
veins of the transverse mesocolon. The pylephlebitis 
caused death nine months after the accident. 

This case is of interest from both the surgical and 
the medicolegal points of view. The subphrenic 
haematoma was probably due to partial rupture of 
the spleen. Late complications are well known in 
partial ruptures of the spleen and kidney, but gen- 
erally occur earlier. During the last year the author 
has had two other cases of left lumbar contusion 
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which did not seem at all serious at first but later 
developed serious symptoms necessitating an emer- 
gency operation on about the tenth day. One was a 
case of intraperitoneal haematoma around the lower 
pole of the kidney which had been crushed, and the 
other a retroperitoneal haematoma from a slight 
rupture of the kidney. Auprey G. Morcan, M.D. 


Ford, F. A.: Roentgen-Ray Treatment of Abdomi- 
nal and Pelvic Tuberculosis. Minnesota Med., 
1927, X, 32. 


Ford reviews thirty-five cases of abdominal and 
pelvic tuberculosis in which roentgen-ray treat- 
ment was carried out. In twenty-six, the lesion was 
peritonitis, with or without demonstrable primary 
foci; in the others the infection had involved various 
structures. In all but one case operation had been 
performed previously. 

The dosage and method of application of the 
roentgen treatment are described. The effect on 
menstruation was observed. In two cases, tem- 
porary disturbance or interruption was followed by 
restoration. Repeated courses of treatment usually 
had a more profound and permanent effect. 

Definite improvement was evident in 66 per cent, 
but the result depended very largely on how intelli- 
gentiy the patients followed all available methods 
of treatment and governed their activities and diet. 
The small series reported does not show a higher 
percentage of cure than is obtained by other meth- 
ods, but because of its general tendency to promote 
improvement, roentgen-ray treatment may be con- 
sidered worthy of a thorough trial in such cases. 


Muller, G. P., and Boles, R. S.: Abdominal Mani- 
festations of Hodgkin's Disease: Report of 
Cases. J. Am. M. Ass., 1927, \xxxviii, 301. 


Muller and Boles report three cases illustrating 
the variability of symptoms and the difficulties in 
the differential diagnosis of the abdominal type of 


Hodgkin’s disease. From a study of these and other 
cases under their observation, they draw the follow- 
ing conclusions: 

1. In Hodgkin’s disease, primary involvement of 
the abdominal viscera is exceedingly rare. 

2. Little is to be gained from a consideration of 
the symptoms in the abdominal type of Hodgkin’s 
disease, since they are variable and may simulate 
those of a number of acute and chronic conditions. 
Symptoms referable to the gastro-intestinal tract 
are usually present when the abdominal viscera are 
affected. Pruritis, diarrhoea, and the recurrent type 
of fever are always suggestive; jaundice, ascites, and 
adenopathy may be present. 

3. When Hodgkin’s disease is suspected, biopsy 
of an afected gland should be performed. ‘The 
classical histologic picture of the disease is rarely 
wanting when the disease is present. In atypical 
forms, confirmatory evidence is usually supplied by 
frequent blood examinations; the blood picture is 
fairly characteristic. 

4. Hodgkin’s disease of the abdominal type must 
be differentiated from tuberculous peritonitis, ty- 
phoid, lymphosarcoma of the retroperitoneal glands, 
and splenomegaly, particularly that of leukaemia and 
splenic anemia, and occasionally splenomegaly of 
the Gaucher type, Banti’s disease, and von Jaksch’s 
anemia. 

5. Radical surgery may be considered when the 
external evidence indicates that the process is chronic 
and non-progressive, when some function is inter- 
fered with by pressure, and when splenomegaly per- 
sists after irradiation. 

6. In the treatment of Hodgkin’s disease, the 
best results in the way of temporary amelioration 
have been obtained by roentgenotherapy, both 
general and local. Such therapy should be directed 
primarily to the abdominal deposits. 

7. The prognosis of Hodgkin’s disease is appar- 
ently hopeless. Jacos M. Mora, M.D. 
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Burnam, C. F.: The Treatment of Uterine Fibroids 
and Bleeding Cases, with Particular Reference 
to Radiation Methods. New Orleans M. & S. J., 
1927, xxix, 477. 

In discussing radiation treatment of uterine fi- 
broids, Burnam describes a ‘‘ bleeding case”’ as one 
in which the abnormal uterine bleeding can not be 
ascribed to a demonstrable gross pathological con- 
dition. The bleeding is probably most often de- 
pendent upon ovarian or pluriglandular dysfunction 
or blood dyscrasias. At the same time, hyper- 
vascularization of the uterine mucosa may be 
present. Treatment should be general to combat 
the anemia and psychic manifestations, and local, in 
the form of radiation. Removal of foci of infection 
may be of assistance. 

In the treatment of these cases by radiation, 500 
mc.-hrs. are used to stop menstruation temporarily, 
and a gram and a half, or a curie and a half hour 
treatment, to produce permanent amenorrhea. ‘The 
most satisfactory result is obtained with this dosage 
with the radium in the uterine cavity, though good 
results may be obtained by the use of radium or 
X-rays from the outside. With the former method, 
it is better to give a full treatment at one sitting. 

The majority now favor radium over surgery in 
the treatment of small fibroids. Myomectomy should 
seldom be indicated. Hysterectomy may be advis- 
able in good hands, but not often. The mortality 
of hysterectomy is low, but is about ten times 
that of radiation in the same type of case. It is 
possible for a patient to become pregnant and give 
birth to a full- term child after the cure of a fibroid 
by radium, but in general it is necessary to give a 
full treatment in order to secure a complete result. 
The symptoms of artificial menopause are nearly 
always less in younger women than in those near 
the menopause. 

Before treatment is instituted, diagnosis should be 
substantiated by curettage and examination under 
an anesthetic. The curettage, and the selection of 
the postmenstrual period for the treatment, will 
minimize the blood loss. 

In practically every case of fibroids, hemorrhage 
can be controlled by radiation. Approximately 80 
per cent of small fibroids and 50 per cent of the large 
ones disappear under this form of treatment. If 
ee infection is present, intra-uterine radiation is 
safe. 

Pedunculated growths, especially the degenerat- 
ing ones, are an exception. These are best treated 
by surgery. If infection is present, it is safer 
to treat through the abdominal wall. However, in 
most cases the intra-uterine application of radium 


is superior to its external use, and is superior to 
treatment by X-rays or surgery. 
Goopricn C. ScHaurrLer, M.D. 


Clark, J. G., and Ferguson, L. K.: Carcinoma of 
the Cervix Uteri as Treated in the Gynecolog- 
ical Department of the University Hospital 
(Series IT, 1919-1923). Am. J.Obst. & Gynec., 1927, 
xiii, 144. 

A study was made of a group of 214 cases of car- 
cinoma of the cervix uteri treated in the Hospital 
of the University of Pennyslvania during the years 
1919 to 1923. Of this number, thirty cases were dis- 
carded because the records were incomplete or the 
patients could not be traced. The remaining 184 
cases served as the basis for this report. Ninety- 
four cases were treated five or more years ago; of 
these, thirteen are living, the apparent cures being 
13.8 per cent. Three years have passed since 
treatment in 161 cases, with 27 apparent cures (16 
per cent). 

The first symptom in three-fourths of the cases 
was hemorrhage in some form. Patients usually 
wait until bleeding and discharge become excessive, 
or until great pain forces them to seek medical 
attention. 

Of the patients who came for treatment within six 
months after the appearance of the first symptom 
60 per cent were inoperable. A patient treated dur- 
ing the first six months has one chance in seven of a 
five-year cure; one treated after the first six months 
has one chance in twenty-six for a five-year cure. 

Adenocarcinomata constituted 13.5 per cent of 
the series, and epitheliomata 86.5 per cent. The 
results of treatment were approximately the same in 
each type. The older the patient, the better the 
prognosis for prolongation of life or actual cure of 
the disease. 

In the group in which bleeding was present, treat- 
ment with radium alone resulted in a five-year cure 
in two of seven cases (28.5 per cent). Cautery and 
radium resulted in a five-year cure in five of six 
cases (83 per cent). 

In the group in which a foul discharge was pres- 
ent, radium or the cautery plus radium gave no five- 
year cures in eleven cases. In one case in which 
hysterectomy was followed by radium, the patient 
was living after five years. 

In the group in which pain was marked, radium 
alone gave a five-year cure in two of thirty-nine cases 
(5.1 per cent). Cautery and radium resulted in a 
five-year cure in one of five cases (20 per cent). 

In the group characterized by urinary symptoms, 
there were no five-year cures in nine cases. 

In all classes of cases, treatment with radium alone 
resulted in a five-year cure in sixty-eight cases 
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(5.9 per cent), with an operative mortality of 1.4 
per cent. Treatment with cautery, amputation, and 
radium resulted in a five-year cure in six of fourteen 
cases (42.9 per cent), with an operative mortality of 
10.6 per cent. 

Radium gave temporary relief from hamorrhage 
and discharge in 75 per cent of the cases treated. 
Pain may be relieved for a certain length of time, 
but in a considerable number of cases, pain seems to 
be increased by radiation. The average duration of 
relief of symptoms was about one year. 

L. Cornett, M.D. 


Fluhmann, C. F.: Carcinoma of the Cervix Uteri, a 
Clinical and Pathological Study. Am. J. Obst. 
& Gynec., 1927, xiii, 174. 

Histopathological examinations of operative and 
biopsy specimens were made in a series of 110 cases 
of carcinoma of the cervix uteri. The specimens 
were divided into two main groups, adenomatous 
and solid; the solid tumors being subdivided accord- 
ing to the predominating type of cancer cell into 
ripe, midripe, and unripe. 

Adenomatous tumors represented 5.4 per cent of 
the total; and the solid, 94.6 per cent. Of the solid 
tumors, 24 per cent were of the ripe, 29.8 per cent 
of the midripe, and 46.2 per cent of the unripe 
varieties. Cornification occurred in all of the ripe 
tumors, in 54.8 per cent of the midripe, but in only 
two cases of the unripe. 

The presence of large numbers of eosinophiles in 
microscopic sections of carcinoma of the cervix may 
be a favorable prognostic sign when treatment with 
radium is employed. 

No relation between the age of the patient and 
the type of tumor could be established. 

The disease was limited to the cervix in 28.1 per 
cent of cases. When the first examination was 
made, during the early stage, most of the tumors 
were found to be of the ripe variety. The clinical 
appearance of cancer of the cervix is either that of 
ulceration, induration, or cauliflowerlike outgrowth. 
There is no relation between the clinical appearance 
and the histopathology of the tumors. It is im- 
possible to determine the extent and duration of the 
disease from the length of time that symptoms have 
been present. L. Cornet, M.D. 


Healy, W. P.: Radium Therapy in Carcinoma of 
the Cervix. N. York State J. M., 1927, xxvii, 116. 


In the eight years from January 1, 1918, to 
December I, 1925, 836 cases of primary carcinoma of 
the cervix were admitted to the Memorial Hospital 
of New York City for treatment. Of this number, 
IOI cases (12 per cent) were classed as clinically 
“early.” However, the parametrial lymph glands 
removed with the uterus and adnexa showed 
metastases in from 35 to 65 per cent in these so- 
called early, or favorable cases. Therefore, one or 
two out of every three cases in this group, if sub- 
jected to hysterectomy only would probably have 
Ht a recurrence within one or two years. 


Of the 836 cases, 130 (15.5 per cent) were grouped 
as borderline or moderately advanced cases, with 
invasion of the vaginal fornices or parametrial 
tissues. In these cases, operation would have re- 
moved only the gross disease, and cancer would 
have promptly recurred in or about the vaginal vault 
and broad ligaments. 

Therefore at the Memorial Hospital radium and 
the X-rays were used and proved valuable in delay- 
ing and possibly in preventing the appearance of 
cancer in the parametrium after the primary lesion 
was destroyed. In the early cases the primary lesion 
can be destroyed by electrocoagulation, cautery 
amputation of the cervix, hysterectomy, or radium. 
But unless the parametrium is promptly treated, 
cancer will quickly develop. In the borderline or 
advanced groups, radiation therapy is the best and 
safest form of treatment from the standpoint of re- 
lief of symptoms, prolongation of life, and possibly 
the entire elimination of all active disease. 

Since January 1, 1922, the cross-fire method of 
irradiation has been used in all cases of cancer of 
the cervix. The maximum primary dose of radium is 
used in and adjoining the lesion, and this is supple- 
mented later with low voltage X-rays externally. Of 
16 early cases, 68.7 per cent are still alive and well; 
of 27 borderline cases, 37 per cent are still alive; of 
80 advanced cases, 17.5 per cent are still alive. 

In 1922, twenty-eight cases of recurrence were 
treated with radium and the X-rays; of these, 31 
per cent are still alive. These patients had been 
operated on unsuccessfully in other hospitals, and 
when they applied for treatment, definite palpable 
masses could be identified in the pelvis. In some 
instances biopsy to confirm the diagnosis was 
possible. J. Focetson, M.D. 


Bland, P. B.: Hydatidiform Mole Complicated by 
Perforation of the Uterine Wall and Secondary 
Chorio-Epithelioma of the Pelvis. Am. J. 
Obst. & Gynec., 1927, xiii, 189. 

The case reported is one of hydatidiform mole 
with perforation of the uterine wall and secondary 
chorio-epithelioma of the pelvis. 

The patient, aged 30, whose last period was 
August 28, 1924, was first seen on December 1. Four 
weeks prior to admission she experienced consider- 
able pain in the lower abdomen followed by a bloody 
discharge which persisted. 

The uterine body, uniformly enlarged, extended to 
the umbilicus. The blood count showed marked 
anzmia, which was improved by a blood transfusion. 

Thirty-six hours after admission the patient 
expelled a fetus, some placental tissue, particles of 
membrane, and large blood clots. After the expul- 
sion of these materials, the bleeding abated con- 
siderably, but the uterus remained large. At mid- 
night of the second day following admission, the 
expelling of a large mass of organized blood clot 
was followed by profuse bleeding. The clot con- 
tained cystic masses (frog’s eggs), of varying size. 
Five hundred cubic centimeters of blood were given 
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by direct transfusion. The patient was discharged 
from the hospital thirteen days after admission. 

The microscopic diagnosis was chorio-adenoma of 
doubtful malignancy. 

On January 16, 1925, forty-six days after the 
expulsion of the hydatidiform mole, she had a se- 
vere chill and her temperature rose to 103 degrees F. 

The patient was kept under observation in the 
hospital for a period of nine days. During this 
time, the vaginal haemorrhage continued. Some 
clots of moderate size were expelled. An exploratory 
curettage was performed. Close inspection of the 
material disclosed some ‘‘ hydatid” cysts, but these 
were not numerous. The uterus was immediately 
removed through the abdomen, but the ovaries and 
tubes were allowed to remain. The pathological 
diagnosis was malignant chorio-adenoma. 

After leaving the hospital the patient improved 
very rapidly and seemed to be quite well. On 
October 1, 1925, she again came under observation 
complaining of vague pain in the left side of the 
pelvis, and on October 10, vaginal examination re- 
vealed a small cystic mass in the left pelvic cavity. 
In order to determine the true nature of the left 
pelvic mass, an exploratory posterior vaginal in- 
cision was advised. A semifluctuating globular 
mass, comparable in size to a small orange, was out- 
lined. The mass was not firmly adherent, but it was 
not freely movable. In order to determine the 
nature of the tumor, blunt-pointed scissors were 
carried into the mass and the blades were separated. 
Most alarming hamorrhage followed. Efforts to 
control the bleeding from below failed utterly and 
accordingly an abdominal incision was made. The 
bleeding surface was isolated and the hamorrhage 
itself was finally controlled by the introduction of a 
series of “mass” suture ligatures. ‘The patient, 
despite every possible means of restoration, suc- 
cumbed to the tremendous blood loss one hour 
subsequently. 

On microscopic examination the specimen was 
found to be recurrent chorio-epithelioma,. 


L. Cornett, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Calvanico, R.: Histological Changes in Trans- 
planted Ovaries in Animals (Le modifiche 
istologiche dei trapianti ovarici negli animali). 
Rassegna internas. di clin. e lerap., 1926, vii, 585. 

There has been a lively dispute as to whether the 
interstitial tissue of the sex glands is the source of 
their endocrine function. Some authors hold that 
this interstitial tissue is a part of the reticulo-endo- 
thelial system 

The author did autoplastic and homoplastic 
transplantation of ovaries in female dogs and goats, 
some of the ovaries being implanted just beneath 
the peritoneum and some of them in the cornu of 
the uterus. Histological examinations were made at 
regular intervals from ten days to a year after the 
operations. Detailed descriptions of the histological 


findings are given, illustrated by photomicrographs. 
The grafts undergo a process of involution, the 
ovule degenerating first, followed in sequence by the 
follicular cells, the germinal epithelium, the inter- 
stitial cells of the stroma and last, the connective 
tissue. 

The process of degeneration is not a true sclerosis 
because the tissue that is substituted for the original 
graft is rich in cells, abundantly provided with blood 
vessels, and does not retract. It is not a cicatricial 
tissue, but rather a quiescent tissue because it is not 
called upon to function. It is ovarian tissue that has 
become simplified; it has not definitely lost its 
capacity for function, but is capable of resuming it. 

The author therefore is inclined to agree with 
those authors who consider it a part of the reticulo- 
endothelial tissue which has been differentiated by 
vital staining and which is a sort of neutral reserve 
tissue capable of developing in different ways as 
required. The specific follicular tissue is destroyed 
but it is the interstitial tissue that persists. 

A clinical case is also described in which an ovary 
from a healthy young woman of 20 was implanted 
in a woman of 25 sullering from primary and 
absolute amenorrhcea. A blood test before the 
transplantation showed that both individuals be- 
longed to Group ILI. This identity of blood group- 
ing is very important in making transplantations. 
The operation was performed on July 26 and the 
patient menstruated on August 19. She left the 
hospital much improved in general condition with a 
gain of about 4 kilograms in weight. 

Often in cases in which the specific menstrual func- 
tion is not restored by an ovarian graft, the general 
condition is improved because of the endocrine 
activity of the interstitial cells. 

Aubrey G. Morcan, M.D. 


Keller, R.: Is There Any Reason for Changing Our 
Principles in the Operative Treatment of 
Inflammatory (Y a-t-il lieu 
de changer nos principes du traitement opératoire 
des tumeurs annexielles inflammatoires?) Bull. 
Soc. d’obst. ct de gynéc. de Par., 1926, XV, 593. 


In the Strassburg Gynecological Clinic the treat- 
ment of inflammatory conditions of the uterine ad- 
nexa is essentially conservative, medical measures 
being used until it is distinctly shown by persistency 
of the symptoms that other treatment is indicated. 
On general principles, operation is delayed as long 
as possible in order to allow the inflammatory 
manifestations to subside so that it will be easier 
to distinguish between the limits of healthy and 
diseased tissue. In spite of these precautions, how- 
ever, the symptoms recur in the occasional case and 
on examination a new tumefaction is found at the 
site of operation, usually in an ovary which was not 
removed. In some of these cases a second laparot- 
omy is necessary. ‘The cases of recurrent symptoms 
may be divided into the following five classes: 

1. Those in which, immediately after operation, 
considerable infiltration is found about the operative 
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field. This infiltration cannot be regarded as a re- 
currence as it is nothing but a continuation of the 
inflammatory process and shows that the operation 
was done too soon. 

2. Those in which the recurrence develops a few 
months after the operation. In the unremoved 
ovary or tube the morbid process continues and a 
new tumefaction develops. This type of recurrence 
also has become rare since operation has been de- 
layed as long as possible. 

3. Those in which a new tumor develops in an 
ovary which appeared normal at the time of opera- 
tion, but at re-operation the tumor is found to be 
due, not to an ovarian infection, but to the adhesion 
of intestinal loops and omentum around the first 
operative site. 

4. Those in which cystic formations develop in 
the ovary which was not removed. 

5. Those with peritoneal cyst formation at the 
site of the adnexa which were the sites of inflamma- 
tion. 

The true recurrent adnexal tumor usually causes 
symptoms resembling those produced by the first 
tumor. These consist in sudden pain and a peritoneal 
reaction, and often develop during menstruation. 
Cyst formation has a rather late development, slow 
growth, and few symptoms. In cases of adhesion 
of the intestines around a relatively healthy ovary 
the tumor differs in volume at different examinations. 

The author draws the following conclusions: 

True inflammatory recurrences after conservative 
operations for adnexal tumors are rare at the 
Strassburg Clinic. 

These recurrences are prevented to a large extent 
when the operation is delayed as long as possible. 

In certain rare cases a cystic tumor develops at 
the site of the ovary which was not removed. 

These cystic formations may cause symptoms 
necessitating another operation. 

There seems to be no necessity for changing the 
mode of procedure used at the Strassburg Clinic. 

In the cases of young women the attempt should 
be made to conserve the uterus and ovaries or at 
least a part of an ovary in order to prevent the 
artificial menopause. SALVArorE pt Pama, M.D. 


MISCELLANEOUS 


Whitehouse, B.: A Contribution to the Pathology 
and Causation of Dysmenorrheea. J. Obst. & 
Gynec. Brit. Emp., 1926, xxxiii, 607. 

The sexual cycle in the human female can be con- 
sidered as divided into two phases, a positive and a 
negative. The positive phase is initiated by ovula- 
tion, and covers the period of development of the 
corpus luteum. The negative phase is initiated by 
the death of the ovum, and in particular by the 
degeneration of the dead cells of the corona radiata. 
The author prefers to limit the use of the term 
“dysmenorrhoea” to a pathological entity in which 
there is an exfoliation of the overdeveloped menstrual 
mucosa, associated with severe pain; and to reserve 


the term “menorrhalgia’”’ (Massey) for the painful 
concomitant of a variety of conditions associated 
with menstruation and at present wrongly called 
“dysmenorrhcea.”” True dysmenorrhoea as distinct 
from menorrhalgia, is an exaggeration of the positive 
phase, and is due to hyperactivity of the corpus lu- 
teum or high vitality of the unfertilized ovum. This 
conclusion is based on the high degree of decidual 
development evident in the endometrial fragments 
in these cases. The author speaks of such a men- 
struation as a menstrual abortion, for which he uses 
the term “‘nonconceptional dysmenorrhea.” So- 
called membranous dysmenorrhoea is merely an 
extreme degree of this comparatively common condi- 
tion of the menstrual decidua. 

The severity of the pain is directly dependent on, 
or proportional to, the extent of denudation of the 
menstrual endometrium, and to the size of the 
fragments expelled. Contrary to the prevalent 
opinion, the expulsion of the fragments and clots 
is not an important factor in pain production, nor 
is the pain dependent in more than a secondary 
sense upon the anatomical conformation of the 
uterus or the nervous control of the individual. 

The aim of treatment should be to initiate an 
early negative phase by inducing degeneration of 
the corpus luteum. Operations on the uterus can be 
regarded only as palliative in the relief of pain 
associated with nonconceptional dysmenorrhoca 

Goopricu C. ScuaureLer, M.D. 


Allen, E., Compere, E. L., Jr., and Austin, W. C.: 
Some Results Obtained with Parathyroid 
Extract in the Control of Idiopathic Menstrual 
Bleeding. Am. J. Obst. & Gyncec., 1927, xiii, 156. 


The authors present an initial report on four 
cases in which they gave parathyroid extract in an 
effort to control idiopathic menstrual bleeding. 
They recommend a total dosage of from 120 to 160 
units, given in divided doses of 20 units, morning and 
evening. The best results were obtained by starting 
the intramuscular injection the day before the 
menstrual period was due. 

All of the patients were encouraged by the results 
of the injections. They were convinced that the 
periods were shortened and that the actual blood 
loss was definitely less than at previous periods. 
They were of the opinion that the intermenstrual 
interval was characterized by a greater amount 
of strength, vitality, and energy than they had 
previously experienc ed. 

The danger of producing hy percalcemia i is very 
small; even very large doses may be given with 
safety. 

The authors conclude that the calcium content of 
the blood, following doses of parathyroid extract, 
does not show the rise reported by Kylin, but that 

1. The bleeding time and clotting time of the 
blood were definitely shortened. 

2. The number of days of menstrual bleeding as 
well as the amount of blood lost was appreciably 
reduced. 
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3. During the intermenstrual period the patient 
had greater strength and vitality. 
E. L. Cornett, M.D. 


Werner, P.: Roentgen-Ray Treatment of Benign 
Gynecological Diseases. Am. J. Obst. & Gynec., 
1927, xii, 54. 

Very small doses of the X-rays do not weaken or 
destroy but actually stimulate the function of the 
ovaries. However, after X-ray treatment for gyne- 
cological conditions, the incidence of abortion is from 
two to three times that in non-radiated mothers. The 
children often exhibit retardation in physical de- 
velopment, a high death rate in the earlier months of 
life, and a high morbidity. This striking similarity 
with the results of animal experimentation must 
make us apprehensive of a possibly more deleterious 
effect that might manifest itself only in the next 
generation. There can be no doubt that we should 
exclude from radiation all women for whom the 
possibility of pregnancy exists. 

All kinds of haemorrhages in benign affections have 
been treated by subjecting the spleen to the X-rays. 
In 70 per cent favorable effects followed a single 
radiation. If the hemorrhages could not be in- 
fluenced, radiation was repeated after a few days, 
but results of repeated radiations were not satis- 
factory. 

Radiation of the spleen is particularly valuable in 
the metrorrhagias resulting from fibroma or incident 
to the climacterium. In cases in which spleen 
radiation proves a failure, the X-rays may be ap- 
plied to the liver. Small X-ray doses are adminis- 
tered to the hypophysis in cases of hypo- or dysfunc- 
tion of the ovaries. A field 2 by 2 centimeters about 
at the center, between the outer circumference of 
the orbit and the anterior boundary of the external 
auditory meatus, on either side of the head is given 
one-third of the skin erythema dose. 

Treatment in cases of dysmenorrhcea and amenor- 
rhoea gave some surprising results. Pain, severe 
enough to defy all types of treatment and requiring 
the administration of morphine, disappeared com- 
pletely after radiation. But the results were not al- 
ways permanent. E. L. Cornetr, M.D. 


Nicholson, G. W.: Endometrial Tumors of Lapa- 
rotomy Scars. J. Osbi. & Gynac. Brit. Emp., 
1926, xxxiii, 620. 

Cases of endometrial tumors arising in laparot- 
omy scars are rare, Twenty-eight are summarized 


from the literature. The tumors occurred in adult 
women, between the ages of 22 and 50 years, the 
average age being 36. They were usually associated 
with disturbances of menstruation. The laparotomy 
had been performed as long as 25 years, or as 
recently as 2 years, previously. The tumor was 
noticed after an interval of from a few weeks to 21 
years. Menstruation was often marked by increase 
in the size of the tumor and pain, and in three cases 
was accompanied by a bloody discharge from the 
surface of the tumor. The tumors were restricted 
to the lower half of the abdominal wall. Fifteen of 
the cases occurred, following ventrofixation of the 
uterus, and 6 cases followed operations on the 
tubes and ovaries without hysterectomy. One or 
two cases followed operation for rupture of the 
pregnant uterus, appendicectomy, hysterectomy, 
and operations on the round ligaments. Smooth 
muscle was present in five cases. 

The author considers the theory of the embryonic 
origin of these tumors untenable. The vitelline 
ducts and the urachus are of entodermal origin and 
could not develop mesodermal tissue. Such tissue 
could develop from wolffian remnants only within or 
very close to the broad ligaments. Von Rechling- 
hausen’s hypothesis of the origin of adenomyomata 
is based on inference unsupported by definite 
evidence. In regard to Sampson’s theory of the 
endometrial origin of these growths, the author asks: 
“Is it not inconceivable, especially when we bear in 
mind the fate of transplanted tissues in general, 
that seminecrotic desquamated cells, the physiologic 
fate of which is to die, should not only settle and 
grow in a foreign situation, but proliferate with a 
vigor vastly superior to that of the endometrium?” 
The best theory hitherto devised to account for 
these tumors is that they arise from a proliferation 
of the peritoneal epithelium, in response to an 
irritation the nature of which is not known. This is 
indicated by the fact that they often permeate from 
without the wall of the uterus, gut, and other 
structures, and may be directly continuous with the 

eritoneal epithelium. These growths are clearly 
yperplasias or accessory uteri. The perfection of 
their histological structure and the performance of 
the physiological functions of the endometrium, for 
example, decidua formation and menstruation, 
indicate that they are accessory uteri. They are 
tumors in their often isolated and independent mode 
of growth, and the assumption of irregular shapes. 
Goopricu C. ScHAUFFLER, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Williams, J. W.: Placenta Circumvallata. Am. J. 
Obst. & Gynec., 1927, xiii, 1. 

In placenta circumvallata the ring may vary 
greatly in gross appearance. In some specimens a 
true “annulus fibrosus”’ is present and presents a 
thick rounded inner border so that it forms a wall 
about the central chorionic area, which may lie 
several millimeters below the surface of the ring. 
In other specimens the ring is thinner, its inner 
margin appearing to be undermined and on cross 
section appearing as a tongue-shaped process pro- 
jecting over the chorionic area and separated from 
it by aslit-like space. Such variations are dependent 
upon the extent to which infarction has occurred in 
the ring and the adjoining tissues. 

The microscopic findings are usually sufficiently 
comprehensive to indicate that the ring has resulted 
from a folding or duplication of the fetal membranes 
at the margin of the chorionic membrane. Periph- 
eral to the ring the picture is radically different as 
there is only a single layer of membranes consisting 
of amnion, chorion leve, and decidua capsularis, 
_ beneath which may be a narrow space bounded on 
its other side by the layer of decidua covering the 
extrachorionic portion of the fetal aspect of the 
placenta with which the chorionic villi are in im- 
mediate contact without the interposition of a 
chorionic membrane. 

The abnormality must originate in the early stages 
of placentation, that is, during the very first weeks 
of pregnancy. It results from a primary limitation 
in the extent of the chorion frondosum. If further 
development of the pregnancy is to occur it is 
necessary for the villi at the periphery of the de- 
veloping placenta to proliferate obliquely outward, 
and, in so doing, to undermine the adjacent decidua. 

The variations in size and thickness of these 
placente are well within the normal limits. The 
abnormality exerts no effect upon the development 
or weight of the child. The condition does not pre- 
dispose toward abnormalities of the third stage of 
labor. E. L. Cornett, M.D. 


Waters, E. G.: The Treatment of Hyperemesis 
Gravidarum, with Particular Reference to the 
Use of Glucose and Insulin: Report of Eighteen 
Cases. Am. J. Obst. & Gynec., 1927, xiii, 92. 


Of eighteen cases of hyperemesis gravidarum, 
thirteen had been treated previously by the ad- 
ministration of a high carbohydrate diet, saline 
hypodermoclyses, a sufficient fluid intake, intra- 
venous injections of corpus luteum, and symptom- 
atic treatment of various kinds. Intravenous in- 
jections of glucose and insulin were given with 


curative effect. There was one recurrence, but this 
responded promptly to further treatment. All of 
the cases could be classified in the “serious” group 
of Titus, the condition having caused exhaustion, 
emaciation, dehydration, beginning nephritis, and 
early jaundice alone or in various combinations 
and acidosis. In fourteen cases one injection caused 
the cessation of the vomiting within twenty-four 
hours. The average hospital stay was thirteen days. 
E. L. Cornet, M.D. 


LABOR AND ITS COMPLICATIONS 


Sellheim, H.: Improving Obstetrics by the Division 
of Labor (Hoechstleistung der Geburtshilfe durch 
Arbeitsteilung). Deutsche med. Wehnschr., 1926, lii, 
gor. 


In obstetrical practice it is of the greatest im- 
portance but most difficult to estimate correctly be- 
forehand the possibility for spontaneous delivery 
in a given case, that is, to determine whether an easy 
spontaneous labor may be expected (Group 1) or 
whether, from the very beginning, some form of 
operative aid will be necessary (Group 3). Between 
these two extremes are the cases of Group 2 in which 
there is doubt as to whether delivery will occur 
spontaneously or assistance will be necessary. It is 
in this last group that special care and watchfulness 
are indicated. The patients of all three groups will 
fare best when there is a division of labor between 
the midwife, the obstetrical physician, and the 
specialist in the obstetrical clinic. 

This division of labor has a material basis and is 
entirely independent of the personal element. The 
midwife has almost no operative methods; the gen- 
eral practitioner has an effective instrumentarium 
and drugs; and the obstetrical specialist has the 
resources of the hospital and its complete instru- 
mentarium. However, patients must not be divided 
arbitrarily into the three groups mentioned. It is 
most important for the attendant to determine if 
and when a patient passes over during labor from 
one group to another as from Group 1 to Group 2 
and from Group 2 to Group 3. In the order of these 
transitions the midwife calls upon the physician and 
the physician refers the patient to the specialist in 
obstetrics. In this process the telephone and the 
automobile are indispensable aids. 

Sellheim recognizes the fact that such a trans- 
ference may be unpleasant for both the attendant 
and the patient, but he emphasizes that personal 
feelings should not be considered. Often the patient 
herself breaks through the order mentioned for even 
when her labor will most certainly be easy she does 
not employ the midwife but summons the physician 
or even goes to the hospital at once seeking the care 
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of the specialist. This occurrence is very often due 
to the fact that the customary order of procedure has 
not proved satisfactory, that on some previous 
occasion the midwife or physician has mistaken the 
nature of the patient’s condition. There has been a 
failure of diagnosis and of prognosis. To prevent 
such failures, clinical teaching must intervene. 
Every effort must be made to train capable midwives, 
obstetrical physicians, and obstetrical specialists. 

Many medical students study only with the ex- 
aminations in view, and after they have been present 
at the minimal number of labors demanded they 
regard the obstetrical amphitheater and all that 
occurs therein as unimportant. The reason for this 
may lie in the extensiveness of the curriculum. The 
only solution seems to be the requirement that the 
student spend at least three months of the year 
in obstetrical work. In practice, the attendants of 
patients of each of the three groups must maintain 
high ideals but must also understand the limits of 
their own fields and act accordingly. 

Sellheim concludes his article with this statement: 
“When it is borne in mind that the patients con- 
cerned in this division of labor are our own wives 
and children, everyone will be glad to see this 
mutual co-operation carried into effect since we are 
all agreed that our own people must prosper. In 
this period of decreased birth rate and increased 
unwillingness to bear children we must strive under 
all circumstances to attain as nearly as possible 
such obstetrical skill that not a single mother or 
child will be lost, whether the labor begins or ends 
under the care of the midwife, the obstetrical 
physician, or the obstetrical specialist.” 

Fuetu (G). 


Frankl, O.: Delayed Hamorrhage Following De- 
livery and Abortion (Ueber Spaetblutungen post 
partum et abortum). Arch. f.Gynack., 1926, cxxix, 87. 


In 155 cases of bleeding occurring eight days or so 
after delivery or abortion, decidual cells without villi 
were found. In seventy-three, there were symptoms 
of inflammation. The 155 cases were taken from 
460 of late hemorrhage in most of which chorionic 
villi were found in the uterine scrapings. 

Of twenty-three cases in which hysterectomy was 
done, villi were identified in seven. In ten, some 
other disease caused the bleeding (carcinoma, 
myoma, etc.). In six, no such cause was found. 

Microscopic examination reveals decidual areas 
often with dilated vessels, with or without chorionic 
cells. Sometimes the compacta and the spongiosa 
can still be identified. The entire area is hyaline or 
made up of decidual cells interspersed with hyaline 
layers. The dilated vessels contain fluid or clotted 
blood. In some instances there are found on the 
surface of the involuted mucosa, with or without 
evidence of inflammation, dilated blood vessels with 
hyaline zones about them, in which there are 
decidual cells or even chorionic cells. At times there 
is seen in the lower layers of the mucosa a large num- 
ber of much narrower vessels which are much better 


involuted than those on the surface. The deficient 
involution is regarded by Frankl and Kernmauner as 
the cause of the late hemorrhage. 

Late bleeding seemed to occur most frequently 
when the abortion occurred in the second month of 
pregnancy. Hemorrhage occurring later than 
twelve weeks after an abortion can scarcely be 
ascribed to the abortion. 

The spongiosa reverts to a mucosa of the post- 
menstrual type while the compacta, which has this 
power to only a less extent, undergoes hyaline de- 
generation and the late bleeding comes from the 
sinus-like blood vessels. The frequency of delayed 
hemorrhage in older women and after many abor- 
tions suggests that the inflammation frequent in 
such cases may have been the cause of the abortions. 

Maver (G). 


PUERPERIUM AND ITS COMPLICATIONS 


Kuestner, H.: Changes in the Lochial Secretion 
Following Vaginal and Uterine Examinations 
(Veraenderungen des Lochialsekretes nach Unter- 
suchung der Kreissenden nur von der Scheide oder 
von der Gebaermutter aus). Zéschr. f. Geburtsh. u. 
Gynack., 1926, xc, 13. 

After mentioning the two possibilities of infection 
by vaginal examination (the transportation of in- 
fectious material from the vaginal introitus into the 
upper portions of the vagina and of bacteria from 
the germ-laden vagina into the bacteria-free cervical 
canal), the author cites Sellheim’s recommendation 
that an exploratory procedure be called “vaginal” 
only when the borders between the bacteria-free 
and bacteria-laden areas of the birth canal are not 
passed. Sellheim was the first to call attention to the 
difference between examinations in which the exam- 
ining finger was restricted in its activity to the vagina 
and those in which it passed the cervical inlet. 

As late as 1921, the textbooks on midwifery still 
recommended examinations which could be accom- 
plished only by inserting the finger through the 
cervical inlet. The danger lies in the presence of 
small abrasions and the formation of small hamato- 
mata at easily infected points where, because of 
tissue necrosis, conditions are very unfavorable for 
healing. 

The author reports his studies made on three 
groups of thirty women each. The lochial secretion 
was obtained from the posterior vaginal vault by 
means of a slender glass tube at intervals of twenty- 
four hours, mixed with an equal amount of defibri- 
nated blood, and cultured on agar plates. Virulence 
tests were made by the Ruge-Phillips method. 

The first group was made up of women who were 
not examined. In these, the constant increase of 
streptococci described by Loeser was found. In the 
second group were women who had been subjected 
to a strictly vaginal examination. In these, the 
percentages of streptococci was 4o on the first day, 
20 on the second day, between 30 and 4o on the 
third day, and 70 on the fourth day. The author 
explains the decrease on the second day to destruc- 
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tion of the bacteria in the upper reaches of the 
vagina where the defensive secretions are especially 
copious. In the third group were the cases in which 
the examining finger had passed the cervical inlet 
and invaded the uterine cavity. In these cases the 
percentages of streptococci was 50 on the first day, 
more than 70 on the second day, and almost go on the 
third day. ‘These high percentages were not due en- 
tirely to the examination. ‘Two other factors which 
may have accounted for them were: (1) infection 
from the penetration of bacteria into lesions (myo- 
metritis), and (2) the entrance of bacteria into the 
uterine cavity (puerperal endometritis). 

Other investigations have shown that avirulent 
streptococci may become highly virulent on necrotic 
tissue. 

From these findings the author has come to the 
conclusion that vaginal examination is a harmless 
procedure, becoming dangerous only when the 
uterine cervix is passed. OveENTHAL (G). 


Van Dolsen, W. W.: The Fallacy of the Present 
Treatment of the Postparturient Breast. 
Am. J. Obst. & Gynec., 1927, xiii, 236. 

The author cultured the mouths of fifty nursing 
babies from 3 days to 2 weeks of age and found 
them to be almost entirely free of either streptococci 
or staphylococci, organisms found on thirty of 
fifty cultured breasts. The saliva of a nursing child 
was found to be a good medium for the growth of 
bacteria. After a thirty-six-hour growth period 
there was practically no difference in the number of 
bacteria per field in the cases in which the breast was 
washed with boric acid solution and those in which 
the cultures were made from unwashed breasts. 

Hypochlorite seems to be an antiseptic safe for 
both mother and child. Experimenting in fifty cases 
with solutions of varying strengths, Van Dolsen 
found that when sopped on the breast with a 
square of sterile gauze for one minute, a solution as 
weak as one-tenth of 1 per cent will kill all surface 
bacteria. A culture of a breast thus treated showed 
no growth after thirty-six hours. Bacteria would 
not grow in a 2 c.cm. mixture of hypochlorite and 
broth (hypochlorite one-tenth of 1 per cent). 

E. L. Cornet, M.D. 


MISCELLANEOUS 


Stieve, H.: A Human Ovum 1314 Days Old Intact 
in the Uterus and Obtained by Operation 
(Ein 135 Tage altes in der Gebaermutter erhal- 
tenes und durch Eingriff gewonnenes menschliches 
Ei). Jahrb. f. Morphol. u. mikroskop. Anat., 1926, 
vii, 295. 

This article describes in detail a young human 
ovum. The woman, 34 years of age, had borne two 
children and had had no miscarriages. For one year 
she had had profuse menstruation lasting six days 
every three weeks and as a result was so weakened 
that hysterectomy was necessary (Sellheim). An 
early pregnancy was suspected, which it was be- 


lieved the weakened woman should not be allowed 
to carry to term. 

The corpus luteum was situated on the left side 
and the ovum near the right tubal angle. According 
to the last haemorrhage, which was much less severe 
than the others, the age of the ovum on the basis of 
menstruation was 8% days, but according to the 
previous menstruation it was 29% days. Its age 
since conception was 13% days, i.e., reckoning 
sixteen days after the beginning of the menstrua- 
tion. The ovum was slightly elevated above the 
surface of the mucous membrane and surrounded 
by blood-filled decidua. The capsular decidua also 
showed wide tensely filled vessels. The description 
of the embryo is supplemented with forty-six 
illustrations. 

The chorionic cavity showed a uniform mesoderm 
that penetrates everywhere in villi, both covered 
by a uniform Langhans layer and a simple layer of 
syncytium presenting in places large vacuoles. The 
Langhans layer passes over to the villous layers in 
larger collections of cells. In the mesoblast of the 
villi many cells show division and in the centers of 
the large villi two or three nuclei are often enclosed 
in a common cytoplasmic mass, apparently vascular 
anlagen without blood. The pedicle of the allantois 
shows a similar structure. Epithelioid cells appear 
to be the remains of an amniotic duct, but very sim- 
ilar cells are to be seen in considerable numbers at 
other places in the pedicle of the allantois. More- 
over it contains islands of blood and also endothe- 
lium of blood-vessel walls. Islands of blood are 
present also on the surface of the vitelline sac and 
between the ectoblasts of the vitelline sac and those 
of the covering. It is probable that the blood vessels 
of the chorion derive their blood from the surface of 
the vitelline sac and the pedicle of the allantois. 

In the early weeks of pregnancy the capacity of 
the amniotic sac is very great in comparison to the 
size of theembryo. If the amniotic sac kept pace with 
the embryo in its growth it would have a capacity of 
about 400 liters at the end of pregnancy. 

Nine hundred and forty-two pedicles of villi are 
uniformly distributed over the surface. They are 
larger at the base, ranging up to 1.0 mm. in length 
(average 0.7 mm.), but at the top on the capsule 
— only 0.3 mm. The coagulum plug has no 
villi. 

The branching of the villi is tree-like and bush- 
like. All of the villi are embedded. A trophoblastic 
shell connects the tips of the villi. Occasionally two 
villi of different pedicles are connected by their 
mesoblast. 

Another important finding is that the cells of the 
basic layer (Langhans cells) in the covering of the 
villi are drawn into the syncytium. The remains of 


the implantation syncytium are found throughout — 


the decidua, at the juncture of the latter with the 
trophoblast, and also in the wide blood spaces which 
extend from the blood vessels to the intervillus space. 
Other than chorionic (trophoblastic) giant cells are 
not to be found. The differentiation between tro- 
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phoblast and decidua is very difficult in places. The 
blood vessels of the decidua encircle the trophoblast 
and extend up under the capsular layer, where they 
become smaller. The dilatation and the growth of 
the blood vessels at the base of the ovum are due 
to the stimulation of the latter. 

The decidua is described in detail. The epithelium 
of the capsular decidua is much lower and at the 
top of the ovum is entirely missing. In places the 
capsular portion consists only of coagula containing 
isolated cells (trophoblast). The decidua is separated 
from the trophoblastic shell by a distinct fibrin 
layer, but trophoblastic cells lie also on the other side 
of it in the decidua. The syncytium is missing at 
the site of closure of the vitelline cavity which is 
free from villi, but at this point there are definite 
trophoblastic cells which penetrate through the 
openings in the fibrin layer toward the surface. 

The closure is not brought about by decidual cells. 
The closing plug is formed from a crumbling basic 
mass with infiltrating cells; the cells, trophoblastic 
cells, and decidual cells degenerate, as do also the 
erythrocytes and leucocytes. Syncytium is found 
only where the ovum comes in contact with the 
maternal blood. 

The blood vessels around the vitelline cavity are 
described in detail. The main mass of the arterial 
blood comes from the basal layer. 

According to its size and development, this em- 
bryo must be grouped in Grosser’s table (1924) under 
Group C 1. Peculiarities such as the presence of a 
cephalic process may be ascribed to individual 
variations. 

This very detailed description is a valuable addi- 
tion to our knowledge. Meyer (G). 


Oettingen, von. Comparative Studies of the Blood 
of the Mother and Child (Vergleichende Unter- 
suchungen des muetterlichen und kindlichen Blutes). 
Arch. f. Gynaek., 1926, cxxix, 115. 

The author reviews not only his own findings with 
regard to the characteristics of the blood of the 
mother and the child but also those of other investi- 
gators. The report is supplemented by an extensive 
bibliography. 

Von Oettingen studied the physicochemical prop- 
erties of the plasma of the non-pregnant woman, 
the pregnant woman, and the newborn infant as 
shown by their reaction to heating, precipitation 
with ammonium sulphate, precipitation with sodium 
chloride, and precipitation with alcohol. The reaction 
corresponded to the sedimentation time. In maternal 
blood we can expect extreme readiness to react be- 
cause of the great lability of this blood, whereas 
in the blood of the child there is marked resistance to 
the same conditions because of the great stability of 
the blood. 

Hemolysis was determined by mixing 5 c.cm. 
each of sheep’s blood and the different sera and test- 
ing with cobra venom. Hmolysis was marked in 
the blood of the pregnant woman, moderate in that 
of the non-pregnant woman, and absent in the blood 


of the infant. In the infant’s blood, however, it was 
produced by heating to 100 degrees C. A réle is 
played not only by the greater lipoid content of 
the maternal blood but also by certain physical 
properties of the blood (increased availability and 
powers of reaction of the lipoids brought about by 
heating). The blood of the newborn child lacks the 
hemolytic powers that are present in normal adult 
blood and are increased in pregnancy. It lacks also 
bacteria-agglutinating power. 

Determinations of the coagulability of the differ- 
ent bloods as affected by Daboia poison (a snake 

ison that hastens coagulation) showed differences 
in the sedimentation time of the red cells and the 
precipitation of the corresponding plasma. When 
calcium chloride was added to the blood (optimal 
concentration 1 to 1.8 per cent) the coagulation oc- 
curred in the blood of the newborn in fifteen min- 
utes, in normal adult blood in thirty minutes, and 
in the blood of the pregnant woman in forty-five 
— The author summarizes his results as fol- 
Ows: 

With relation to coagulation-hastening poisons 
there was found in the plasma of the pregnant 
woman, the non-pregnant woman, and the newborn 
infant a gradual gradation since in the maternal 
blood coagulation took place quickly and the 
coagulability of the blood of the newborn child was 
considerably Jess than that of the normal adult. 

On the administration of calcium under optimal 
conditions, coagulation varied in the opposite direc- 
tion, the very rapid coagulation of the plasma of the 
newborn infant standing in sharp contrast to the 
considerably delayed coagulation of the plasma of 
the pregnant woman and the normal plasma again 
holding an intermediate position. 

The plasma of the pregnant woman showed the 
greatest intensity of coagulation and that of the 
newborn infant the least. 

Tests of the resistance of the red cells showed a 
considerable decrease in the resistance in the blood 
of the pregnant woman and a very strong resistance 
in the blood of the newborn infant. 

The plasma of the newborn infant is a colloid pre- 
cipitant, while the plasma of the pregnant woman 
lacks this property. 

An attempt was made to precipitate collargol by 
the plasma of the newborn infant. In the pregnant 
woman the surface tension of the plasma is less than 
that of the plasma of the newborn infant. 

With regard to osmotic pressure, conduction, and 
viscosity of the different bloods, only the literature 
is reviewed. The findings as to the osmotic pressure 
are not in agreement. ‘The work of the various in- 
vestigators is cited, especially that of the Schroeder 
clinic. 

Studies with the refractometer and determina- 
tions of the total nitrogen and water content showed 
that during pregnancy, childbirth, and eclampsia, 
and in the newborn infant the protein content of the 
blood is lower than in normal adult blood. Maternal 

serum is richer in water than normal adult blood, 
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but the highest water content is found in the blood 
of the newborn infant. On the average, the residual 
' oxygen and urea nitrogen are higher in the blood of 
the newborn infant than in the blood of the pregnant 
woman. Uric acid is increased in the mother’s 
blood at the end of pregnancy and especially at the 
time of birth, and is high also in the blood of the child. 

Amino-acid nitrogen is high in the newborn infant 
and normal in the mother. The content of pre- 
formed creatinin is about the same in the blood of 
the mother and child, but was found increased once 
in a case of severe eclampsia. 

Calcium and inorganic phosphorus are increased 
in the child. In the mother, the calcium content of 
the blood is decreased at the end of pregnancy and 
in eclampsia. The phosphorus content is only 
slightly decreased in normal pregnancy and in 
eclampsia may be very greatly increased. 


The sodium and potassium contents of the sera 
of pregnant and non-pregnant women show little 
— but are increased in the newborn in- 
ant. 

Reference is made to work on the sugar and lipoid 
contents of the blood of the mother and child. The 
sugar content of the whole blood, the plasma, the 
serum, and the blood cells is increased in the mother 
and the child. 

In the pregnant woman the lipoid content is in- 
creased in the serum but not in the blood cells; all 
components of the lipoid complex increase propor- 
tionately. The serum of the child’s blood is marked- 
ly poor in lipoids, whereas the whole blood of the 
child has a considerably higher lipoid content than 
the whole blood of the mother. Apparently, there- 
fore, the child’s red blood cells are particularly rich 
in lipoid. Bounen (G). 


GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Mattes, A.: Bilateral Pyelo-Ureterograms: A New 
Conception of the Rationale. J. Am. M. Ass., 
1927, Ixxxviii, 16. 

Mattes reviews pyelography from Voelcker and 
von Lichtenberg’s studies in 1906 up to the present 
time. In his own experiences with bilateral pyelog- 
raphy in 229 cases he found that from 1 to 3 c.cm. 
of sodium iodide solution is sufficient to give accu- 
rate pictures. 

He believes that in most cases bilateral ake 
phy is safe, much more apt to be painless than 
unilateral pyelography, and preferable to the latter 
whenever possible because a complete study can be 
made at one cystoscopy. No attempt is made to 
prepare his patients for cystoscopic examinations. 
He insists upon small amounts of fluid and uses a 
40 per cent solution of sodium iodide. 

An interesting development of the discussion of 
this report was the opposition to routine bilateral 
pyelography by Kretschmer and Thomas. 

Emer Hess, M.D. 


Stevens, W. E.: The Diagnosis of Renal Tuberculo- 
sis: Report of Cases. J. Am. M. Ass., 1927, 
Ixxxviii, 71. 


In renal tuberculosis the tubercle bacillus is often 
absent from the urine before the condition extends 
to the pelvis of the kidney and when the ureter is 
occluded, and at times is not found in the urine even 
when the renal pelvis is involved and the ureter is 
patent. Renal tuberculosis is often discovered first 
at autopsy, there having been no symptoms during 
life. In one case, guinea pigs inoculated from each 
kidney developed tuberculosis, though, following the 
removal of the right kidney, inoculation tests from 
the left kidney were negative and the patient was 
well after one and a half years. In other cases in- 
oculations have failed to cause tuberculosis in 
guinea pigs when slides and cultures were positive. 
Lowenstein says that we cannot depend upon an- 
imal inoculation to determine whether or not a 
strain is pathogenic to man. This information must 
be obtained from pure cultures. In cases presenting 
only such symptoms as bladder irritation and the 
presence of pus and blood in the urine, negative 
urine cultures are of definite diagnostic value. 

Palpation through the vagina and rectum may re- 
veal an indurated and nodular ureter. Subcutaneous 
injections of indigocarmine may help to locate the 
ureteral orifices. Wildbolz says that a little pus 
and a few tubercle bacilli are pathognomonic of 
renal tuberculosis only when there is an increase of 
renal function. The tuberculin test is important 
only when it is positive. 


In tuberculosis of the bladder the capacity of the 
bladder is decreased as a rule and distention is 
usually more painful than in any other pathological 
condition of the urinary tract. 

Positive roentgenographic findings can be de- 
tected in from 15 to 30 per cent of the cases. The 
shadows are of four kinds—numerous small areas, 
one or several large areas, diffuse areas, and areas of 
calcification. Pain and tenderness are less pro- 
nounced in tuberculous infection than in cases of 
stone, but stones may be found in a tuberculous kid- 
ney. The putty kidney is rare, but may be diag- 
nosed from the X-ray picture alone. 

Renal tuberculosis occurs most frequently be- 
tween the ages of 30 and 50 years and is rare under 
the eighteenth year. It is very rare in pregnancy. 
When it is unilateral, immediate nephrectomy is 
indicated. BENJAMIN F. Rotter, M.D. 


Herbst, R. H., and Polkey, H. J.: Ectopic Ureteral 
Openings: Report of a Case. J. Urol., 1927, 
xvii, 61. 

The authors report a case of ectopic ureteral 
orifice in the vagina. The chief sign was incon- 
tinence. 

From a review of the literature they conclude 
that heminephrectomy is often indicated in such 
cases as the majority of ectopic ureteral orifices 
belong to supernumerary ureters which drain a part 
of a double or fused kidney and in many cases the 
ureter is dilated and the part of the kidney it drains 
is dilated and infected, making implantation un- 
certain. However, when the lower end of the ureter 
is accessible and a study of the upper urinary tract 
fails to show any marked dilatation and infection, 
some type of implantation may be advisable. 

J. Sypney Ritrer, M.D. 


Tolson, H. L.: Ureteral Stricture in the Male and 
Female; with Particular Reference to the 
Symptoms and Diagnosis. Surg., Gynec. & Obst., 
1927, Xliv, 43. 

The author reviews 100 consecutively treated 
cases of ureteral stricture, dealing chiefly with the 
symptoms and diagnosis. Seventy-five of the pa- 
tients were between the ages of 21 and 4o years and 
62 were females. 

Ureteral stricture is a common pathological con- 
dition. In a large percentage of cases, the tonsils 
are the source of the infection. The chief complaint 
is usually a pain in the abdomen or back. This pain 
has a wide range of intensity and is variable in type. 

From the history and physical examination, the 
diagnosis of ureteral stricture can usually be made 
with a fair degree of certainty. ‘The ultimate diag- 
nosis must, of course, be made by cystoscopic 
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methods. When possible, the passage of a ureteral 
instrument with a bulb and the feeling of a firm 
hang in the ureter during the removal of this in- 
strument gives the most reliable evidence of stric- 
ture. In some cases only the smallest bougie or 
whale bone filiform can be passed at first. 

Pyelo-ureterograms give dependable information 
regarding stricture. 

The treatment consists in gradual dilatation of 
the stricture areas, appropriate treatment of the 
associated pathological lesion in the urinary tract, 
and the removal of all discernible foci of infection. 
Large bulbs on catheters and bougies can be passed 
with almost equal facility in the male and female 
through the McCarthy panendoscope. 

The most valuable physical sign has been tender- 
ness elicited by pressure made with one finger over 
a point approximately two fingerbreadths below and 
to either side of the umbilicus. 

C. Travers Stepita, M.D. 


BLADDER, URETHRA, AND PENIS 


Robinson, T. A., and Foulds, G. S.: The Late Re- 
sults After an Operation for Exstrophy of the 
Bladder. Brit. J. Surg., 1927, xiv, 529. 


The authors report the end-result in a case of 
exstrophy of the bladder which was reported origi- 
nally by Starr and Peters. The patient was first 
operated upon for left inguinal hernia in 1902, when 
he was sixteen months old. Three months later he 
was operated upon for prolapse of the rectum. On 
January 24, 1905, Peters transplanted the ureters 
into the rectum by the extraperitoneal method and 
removed the remainder of the bladder wall. In 
1924, twenty years later, the patient was operated 
upon for perirenal and renal abscess. 

This case is regarded as especially worthy of 
record because of the numerous operations and the 
fact that the patient was still alive and able to work 
twenty-one years after the operation for vesical 
exstrophy. Etmer Hess, M.D. 


Young, H. H.: A Critique of Modern Cystoscopes: 
Presentation of an Instrument Embodying 
New Features. J. Urol., 1927, xvii, 17. 


In co-operation with Wappler, the author made 
modifications in the Brown-Buerger cystoscope to 
overcome certain defects. The defects and the 
modifications made to correct them were as follows: 

1. When the instrument was rotated the irrigat- 
ing tube attached to one of the irrigating cocks 
became wound around the instrument, considerably 
interfering with its free usage. 

Modification: The stopcocks and the electrical 
connection were placed on a sleeve which rotates 
freely around the outer shaft of the instrument. 

2. The eye ,piece was so close to the ureter 
catheters that they were likely to become soiled by 
touching the face or eyebrows. In rotating the in- 
strument by the milled head of the objective, the 
fingers were apt to touch the face or eyebrows and 
become infected. 


Modification: The telescopes were lengthened and 
a milled metal disk 3 cm. in diameter was attached 
to the instrument to allow it to be rotated without 
contamination of the operator’s fingers. 

3. The connection piece to which the cord was 
attached was so short that the left hand holding the 
instrument became infected from the cord. 

Modification: The connection piece was length- 
ened and placed on the rotating sleeve. 

4. The irrigating cocks were so small that irriga- 
tion was a slow and tedious procedure, wasting much 
time. 

Modification: The stopcocks were enlarged to a 
diameter almost that of the interior of the cysto- 
scope. A friction connection may be used to attach 
the irrigation tube to the stopcock. 

5. The device for fastening the telescope to the 
outer tube was unsatisfactory and often came loose 
during cystoscopy. 

Modification: A hook-latch was devised to hold 
the telescope to the sheath which makes a satis- 
factory fastening. 

6. The right angle telescope did not furnish 
sufficient information. 

7. The extreme posterior wall and the vertex of 
the bladder are difficult to see, and of the interior 
wall and prostatic orifice only a distorted, magnified, 
and unsatisfactory view was obtained. 

Modification: Four telescopes were provided 
which may be used with either a posterior sheath 
open on the convex surface or an anterior sheath 
open on the concave surface. 

The right angle view observation telescope and the 
right angle view double catheterizing cystoscope are 
usually used in the anterior sheath for general 
cystoscopy. 

The retrograde telescope has a new lens system. 
It is better to use it with the anterior sheath. It 
gives an entirely new view of the prostatic orifice 
and also of that part of the anterior wall of the 
bladder which is generally hidden behind the 
prostatic margin. Close or distant views may be had 
of the lobes of the prostate. When the instrument 


is revolved the view does not revolve with the . 


instrument. This is the first removable retrograde 
telescope with the fixed lens system. 

The forward view telescope has a line of vision 
directed 35 degrees from the right angle. It is best 
employed with the posterior sheath. With this 
combination the vertex of the bladder may be seen. 
It is especially valuable in the study of the posterior 
urethra, the verumontanum, utricle, ejaculatory 
ducts, and intra-urethral portions of the median and 
lateral lobes in cases of hypertrophy. 

8. No provision was made to attach the cysto- 
scope to a filiform when such was necessary to pass 
the instrument. 

Modification: A separate cap was devised for the 
attachment of a filiform to the cystoscope. 

In conclusion the author says, “The advantages 
of this combination of instruments would seem to be 
that, first of all, the operator can carry out a more 
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comprehensive series of studies during cystoscopy, 
viz., right angle, forward, and retrograde views, 
posterior urethroscopy and ureter catheterization 
with the same outer sheath and without breaking 
his aseptic technique, the fingers of both hands which 
touch only the sterilized portions of the instrument 
and ureteral catheters being kept quite distant from 
the face. The ability to rotate the instrument with- 
out revolving the irrigating apparatus and connect- 
ing handle is a very great advantage. The large 
stopcocks greatly facilitate vesicle lavage and 
evacuation. Altogether the instrument seems to 
provide innovations of considerable value for the 
manifold problems encountered in cystoscopy.” 
J. Epwin Kirkpatrick, M.D. 


Rose, D. K.: The Determination of Bladder Pres- 
sure with the Cystometer: A New Principle in 
Diagnosis. J. Am. M. Ass., 1927, |xxxviii, 151. 


Measurements of bladder pressure are of great 
value in diagnosis, particularly in solving such 
problems as whether a case of incontinence is of 
neurogenic origin, and if so, which set of nerves is 
chiefly involved. 

Rose has devised an instrument called a “cys- 
tometer,” by means of which intracystic pressure 
can be measured with sufficient accuracy to afford 
important clinical information. It consists of a 15- 
c.cm. syringe encased in a box which is operable by 
hand or by foot and by means of a two-way valve 
forces a more or less steady stream of fluid through 
a catheter or a cystoscope, each cubic centimeter of 
such fluid being recorded within view simultaneously 
with the intracystic pressure. The information ob- 
tainable is therefore the exact intracystic pressure 
as the bladder is being filled, from the first cubic 
centimeter to full capacity. The pressure is meas- 
ured in millimeters of mercury and the result is 
registered as a curve between millimeters of mercury 
and cubic centimeters of fluid. 

Quite exact data can be obtained also as to the 
strength and sensibility of the bladder wall by 
noting bladder sensations with the varying intra- 
cystic pressures and the associated amounts of fluid. 

J. Tuomas, M.D. 


Fullerton, A.: Tuberculosis of the Bladder and 
Kidney. Jrish J. M. Sc., 1927, p. 5. 


Primary tuberculosis of the bladder is so rare as 
to be almost non-existent. The epididymis is often 
a source of bladder tuberculosis, but bladder tuber- 
culosis is usually secondary to tuberculosis of the 
kidney. The author has frequently seen infection 
of the kidney followed by secondary involvement of 
the prostate, seminal vesicles and epididymis. In 
some cases there has been a definite focus of tuber- 
culosis elsewhere in the body, such as tuberculous 
glands in the neck, pleurisy, hip disease, and caries 
of the spine, or pulmonary tuberculosis which had 
undergone a cure or remained more or less inactive. 
In many cases the patient is extremely healthy in 
appearance, has no evening rise of temperature, and, 


except for a very marked frequency of urination, 
enjoys almost robust health. 

Patients with tuberculous lesions of the urinary 
tract almost always have frequency of urination. 
At first, this is slight, but it tends to become more 
marked. Later there is hematuria at the end of 
voiding, and soon there is an almost constant desire 
to empty the bladder and the act of micturition is 
associated with considerable pain and straining. In 
about 50 per cent of the author’s cases of renal 
tuberculosis there was pain of varying severity. 
Severe renal hematuria occurred in only a very few, 
blood in the urine usually being associated with 
inflammation or ulceration of the bladder. 

In all cases of frequency of urination with pus in 
the urine an investigation should be made for 
urinary tuberculosis. While in rare instances tu- 
bercle bacilli and pus have been found in the urine in 
the absence of tuberculous involvement of the uri- 
nary tract, their association with frequency makes 
the diagnosis certain. The testes, epididymis, and 
seminal vesicles should be examined. A rectal ex- 
amination may reveal thickening of the ureter. In 
the female, a thickened ureter is almost diagnostic 
of tuberculosis. 

In advanced vesical tuberculosis, cystoscopy may 
result in perforation of the bladder. It may be im- 
possible to find one ureteral orifice, but the finding 
of areas of apparently normal bladder mucosa here 
and there in the presence of severe vesical involve- 
ment is believed by the author to be almost pathog- 
nomonic of tuberculosis. When a positive diagnosis 
cannot be made in this manner, Fullerton exposes the 
ureter through the usual gridiron type of incision. 
atta is of value but not entirely devoid of 
risk. 

The conversion of a kidney into a caseous mass 
with an impervious ureter may be an attempt of the 
body to segregate the diseased organ. With our 
present knowledge we are justified in recommending 
nephrectomy as the best and surest method of 
effecting a cure of renal tuberculosis with or without 
secondary involvement of the bladder. If this is 
performed early before the bladder is involved, 
relief is almost immediate. In any case it is followed 
by a better chance of a cure, less liability to the crip- 
pling effects of scar tissue in the bladder, and 
greater immunity from recurrence elsewhere. 

CLAuDE D. Homes, M.D. 


Wade, H.: The Treatment of Tumors of the 
Urinary Bladder. [dinburgh M. J., 1927, xxxiv, 
Med.-Chir. Soc. Edinburgh, r. 

The author discusses the nature of bladder tumors 
in. general, emphasizes the tendency of such neo- 
plasms to cause early sudden hamorrhage, and 
reviews in some detail the various methods of 
treatment. 

Sudden painless hamaturia in an apparently 
healthy person is due most probably to a tumor of 
the urinary bladder. Bladder contraction on papil- 
lary tumors after voiding is sufficient to cause 
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bleeding. The amount of bleeding varies from a 
trace to a profuse hematuria with the passage of 
large clots. 

Papillary tumors are of three varieties—the 
benign villous type, the transitional malignant 
papillary type developing from the benign type, and 
the primarily malignant type. An exact diagnosis 
can be made only by cystoscopic examination and by 
removal with the cystoscopic rongeur of a specimen 
for pathological examination. The latter method, 
however, is open to the objection that it is not 
indicated in cases of obviously malignant tumor, and 
in borderline cases will remove only the outer or 
benign portion, leaving the beginning malignancy 
at the base of the tumor untouched. 

In the lateral view, the appearance of the benign 
villous papilloma may resemble very closely that of 
an oak tree. When tissue around its base is rough- 
ened, vascular, and granular, malignancy is sug- 
gested Later in the course of malignancy the 
characteristic branching disappears, the villi fuse, 
the trunk-like appearance is lost, the tumor becomes 
sessile, and ultimately the surface of the growth 
may become ulcerated and covered with a gray 
slough. The appearance of a primary papillary 
carcinoma resembles that of a similar malignant 
growth in any part of the alimentary canal from the 
oesophagus to the rectum. 

The treatment of tumors of the bladder is de- 
termined by the nature, size, spread, and dissemina- 
tion of the growth. For the benign villous papilloma 
the best treatment is fulguration A number of such 
treatments at intervals of two weeks may be neces- 
sary to destroy the tumor completely If a tumor 
of this type is too large for fulguration, a suprapubic 
cystotomy with removal of the neoplasm must be 
done. In this operation great care must be taken 
to prevent the implantation of tumor cells in the 
region of the bladder wound. For a year after the 
operation the author subjects his patients to fre- 
quent cystoscopic examinations in order that he 
may be able to fulgurate any daughter tumors that 
may appear. 

Malignant papillomatous borderline tumors should 
not be fulgurated; the best results are obtained with 
radium. 

In cases of primary carcinoma of the bladder the 
treatment to be given depends upon the situation 
and extent of the growth. In many cases partial 
cystectomy may be done successfully. In advanced 
cases, the pain may be relieved by total cystectomy. 

D. Hoimes, M.D. 


McCarthy, J. F., Ritter, J. S., and Klemperer, P.: 
Anatomical and Histological Study of the 
Verumontanum with Especial Reference to 
the Ejaculatory Ducts. J. Urol., 1927, xvii, 1. 


In a review of the literature on the anatomical 
and histological characteristics of the verumonta- 
num and ejaculatory ducts, the authors found the 
descriptions at variance. The study here reported 
was made by Ritter and Klemperer in co-operation 


with Norris, chief pathologist of the City of New 
York, to place the anatomy and histology of these 
structures on a more exact basis. The two chief 
problems were: 

1. What is the precise course taken by the 
ejaculatory ducts through the verumontanum and 
prostate? 

2. Is there an oedematous or infiltrative closure of 
the lumen of the duct in a considerable number of 
cases? 

Eighty specimens were examined grossly and 
over 1,000 microscopical sections were made from 
twenty specimens sectioned serially in three dimen- 
sions. 

On the anterior incline of the verumontanum sit- 
uated in the posterior urethra the utricle opened in 
the midline and the ejaculatory ducts opened an- 
terolateral to it in 80 per cent of the specimens. 
In § per cent they opened lateral to the utricle, and 
in 15 per cent posterolateral to it. None opened 
within 1 mm. of the margin of the utricle. The 
orifices were open and no valve-like formation was 
seen protecting them. 

The ejaculatory ducts averaged 15 mm. in length 
and 1.9 mm. in circumference at their orifices. The 
ducts became larger as they approached the seminal 
vesicles, at which point their average circumference 
was 4.5 mm. They showed a very sharp dip of 45 
degrees in their course from the urethral orifice 
through the verumontanum to the urethral floor. 
They first diverged slightly and then converged 
until there was only a thin fibro-elastic septum 
separating them which was easily perforated even 
when soft, flexible instruments were used. Through 
the prostate they ran parallel at a less acute angle, 
terminating at the termination of or within the 
substance of the gland. 

The lumen of the duct of the seminal vesicle was 
4.5 mm. in circumference since it was a direct con- 
tinuation of the ejaculatory duct. The lumen of the 
ampulla of the vas deferens measured 3.1 mm. in 
circumference. It opened into the duct of the sem- 
inal vesicles at an angle of 30 degrees or more, supero- 
mesially, to form the ejaculatory duct, this forma- 
tion taking place within the prostate gland. 

The verumontanum had a thin layer of smooth 
muscle extending over it and supporting its epi- 
thelium which was a direct extension of the epi- 
thelium and muscle of the urethra. It had a fibrous 
tissue structure intermingled with smooth muscle 
and contained some elastic tissue surrounding the 
ducts and tubules which gradually faded into the 
interstitial tissue of the prostate. 

The utricle varied in size and shape. Prostatic 
tubules surrounded the utricle and opened into its 
floor. Some elastic tissue approximated it, but no 
definite muscle layer was seen surrounding it. 

The ejaculatory duct orifice was not protected by 
muscle or a flap of tissue. Some elastic tissue fol- 
lowed the ducts, but no definite muscle layer was 
associated with them. Where the ampulla of the 
vas joined the ejaculatory duct, definite muscle 


— we F 


GENITO-URINARY SURGERY 73 


tissue was demonstrated. Venous sinuses sur- 
rounded the ejaculatory ducts. There was a large 
artery situated between the ducts and posterior to 
them. The epithelium of the ejaculatory duct was 
transitional, becoming columnar as it reached the 
prostate gland. 

The author concludes that the seminal vesicles 
are distended when fluids are injected through the 
vas deferens because: 

1. The normal resistance of the walls of the 
ejaculatory duct, of which the lumina become 
gradually smaller as they approach the urethral 
floor, causes the liquids to flow toward the seminal 
vesicles. 

2. A large muscular organ (the prostate) sur- 
rounds the ejaculatory ducts and offers resistance 
to their distention. 

3. The ejaculatory duct has no musculature of 
its own to overcome the resistance of the prostatic 
musculature. 

4. The lateral wall of the duct of the seminal 
vesicle contains elastic tissue which is less resistant 
to distention than muscle tissue. 

The seminal vesicles are distended when solutions 
are injected by way of the ejaculatory duct prior to 
the appearance of any of the solution in the vas 
deferens because: 

1. The duct of the seminal vesicle is a direct con- 
tinuation of the ejaculatory duct. 

2. The lateral wall of the duct of the seminal ves- 
icle contains elastic tissue and is therefore less 
resistant and more readily distended than the 
ampulla of the vas deferens. 

3. The lumen of the ampulla of the vas is sur- 
rounded by thick muscle walls and its orifice opens 
superomesially into the ejaculatory duct. 

4. The lumen of the ampulla contains several 
valve-like protecting folds within its lumen which 
tend to obstruct the entrance of fluid into the vas 
deferens. J. Eowin Kirkpatrick, M.D. 


Langer, E.: The Significance of the Roentgen Pro- 
cedure in the Diagnosis and Control of the 
Treatment of Urethral Diseases. Urol. & Cutan. 
Rev., 1927, Xxxi, 27. . 

In the author’s technique for urethrography a 
Janet syringe with a capacity of from roo to 150 
c.cm. and a 20 per cent iodipin solution are used. If 
the entire urethra is to be studied, from zo to 50 
c.cm. of the iodipin is required, but for an investiga- 
tion of only the anterior portion 10 or 12 c.cm. is 
sufficient. 

In an examination of the entire urethra the 
position of the patient is very important. To pre- 
vent parts of the pars bulbosa from overlapping 
each other, the patient, lying on his back, must be 
turned sideways at an angle of from 10 to 20 degrees, 
the leg underneath strongly flexed at the knee with 
the thigh abducted, and the upper leg held straight 
with the thigh abducted. 

This position is not necessary for a study of the 
anterior urethra. 


The urethrograms will reveal strictures, a divertic- 
ulum of the pars bulbosa, pocket-like dilatations and 
diverticula caused by multiple strictures, congenital 
deformity of the urethra and bladder, false passages, 
tumors, and paraurethral and periurethral abscesses. 
To study the progress of a case, repeated urethro- 
grams may be made. 

Urethrography is a valuable adjunct to urethros- 
copy and the use of sounds, but should not be 
substituted for them. Craupe D. M.D. 


GENITAL ORGANS 


Thomas, B. A.: Pre-Operative Care of Patients 
with Prostatic Obstructions. J. Urol., 1927, 
xvii, 87. 

Kinney, W. H.: Postoperative Care of Patients 
After Prostatectomy. J. Urol., 1927, xvii, 93. 


Tuomas states that the pre-operative treatment of 
patients with prostatic obstruction should include 
bladder drainage and renal decompression, physical 
and drug therapy, the determination of operability, 
and the determination of the best method of opera- 
tion for the particular case. 

Drainage of the bladder is best accomplished by 
catheterization or cystotomy. Under ordinary con- 
ditions, cystotomy is preferable, especially in cases 
of stone, marked cystitis, tumor, diverticulum, or 
constriction of the urethra. When simple drainage 
and decompression do not suffice, diuretics, urinary 
antiseptics, and cardiac stimulants are required. 
The bowels must be kept open and from 80 to 100 
oz. of water given a day with caffeine sodium 
benzoate and digitalis. 

Age alone is never a contra-indication to opera- 
tion. The chief factor determining operability is the 
general condition. Elimination tests, determinations 
of the blood urea nitrogen, and tests for hyper- 
glycemia are important. If the blood urea nitrogen 
is over 30 mgm., prostatectomy is contra-indicated. 

Myocarditis or marked arteriosclerosis may con- 
tra-indicate operation. The blood pressure is of 
importance. A blood pressure that is too low is as 
unfavorable as a blood pressure that is too high. If 
the systolic pressure is 110, the diastolic must be 60 
or over. If the diastolic is less than 60, the systolic 
must be over 110. Otherwise operation is contra- 
indicated. Digitalis may control the condition. 

The choice of operation requires careful discrim- 
ination and cystoscopic examination. 

Kinney states that the care given after prosta- 
tectomy is just as important as the pre-operative 
care. Postoperative shock is often prevented by the 
use of local anaesthesia and care in the operation. 
Kinney recommends hypodermoclysis immediately 
up to 2,000 c.cm. daily if compensation is good. 
Hemorrhage must be prevented by careful ligation 
and packing. If necessary, transfusion may be done. 
To prevent infection, the wound must be kept 
scrupulously clean. Kinney removes the packing 
carefully on the second or third day, irrigates daily 
with boric acid, and instils 1 per cent mercuro- 
chrome or 10 per cent argyrol. 
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The time required for convalescence is usually in 
inverse proportion to the pre-operative treatment 
given. When acidosis occurs, sodium bicarbonate 
should be added to the salt solution used. Hypo- 
static congestion may be prevented by moving the 
patient about and getting him up by the fifth day. 
If the tongue is dry, purgatives, forced fluids, and 
nitroglycerine are indicated. If the heart is weak, 
digitalis should be given. The treatment of epi- 
didymitis requires support of the scrotum and 
the application of cold compresses and 5 per 
cent guaiacol ointment. The bladder tone may be 
brought back to normal by irrigating with mild 
silver nitrate solution. 

BENJAMIN F. Rotter, M.D. 


Meyer, H. W.: Undescended Testicle; with Special 
Reference to Torek’s Method of Orchidopexy. 
Surg., Gynec. & Obst., 1927, xliv, 53. 

The etiology of undescended and ectopic testicle 
has not yet been definitely settled. Many theories 
have been advanced. The most important are those 
concerning the function of the chorda gubernaculi, 
the length of the spermatic vessels, the size of the 
inguinal canal, the size of the scrotum, and the 
posture of the child in the uterus. 

The histological changes point to the fact that 
spermatogenic cells are present and function in 
about 1o per cent of cases. The interstitial cells, 
which have to do with the development of the 
secondary sexual characteristics, are always abun- 
dantly present. As these findings are almost con- 
stant, undescended testicles should always be saved. 

Secondary complications occur. Malignant de- 
generation is not as frequent as is generally sup- 
posed, and fear of it does not warrant orchidectomy. 
Chronic inflammation, a potential or real concom- 
itant hernia, practically always present, torsion of 
the spermatic cord, and strangulation of the testicle, 
are so common that surgical interference is always 
indicated. 

Pain is the most frequent symptom. Symptoms 
may be produced also by complications. In adults, 
psychic disturbances may occur on account of the 
depression that comes from the knowledge and fear 
of abnormal sexuality. 

Operation is always indicated if only to cure the 
hernia. Orchidopexy should be performed at the 
same time. Castration is contra-indicated. 

The best time to operate is before puberty, be- 
tween the eighth and tenth years of age in cases 
of unilateral undescended testicle and earlier in 
bilateral cases. The method described places the 
testicle where it is free from undue trauma and gives 
it the best chance to develop, grow, and function. 

Torek’s method of orchidopexy is the best means 
of curing the hernia and placing the testicle in its 
normal position. It maintains a full blood supply to 
the testicle, which comes to lie in the bottom of a 
well formed scrotal sac. It is just as applicable to 
bilateral as to unilateral cases. 

C, Travers Stepita, M.D. 


MISCELLANEOUS 


Galbraith, W. W., and Riddell, J. R.: The Radio- 
logical Examination of the Urinary Tract. 
Urol. & Cutan. Rev., 1927, Xxxi, 1. 


For roentgenography of the urethra the authors 
recommend the technique used by Kohnstam and 
Cane. This has not been used by them, however, as 
they have not found it necessary. 

Cystograms are used to demonstrate diverticula. 
They are made also in cases in which cystoscopic 
examination is impossible or impracticable. A solu- 
tion of 12% per cent sodium iodide is used. 

A ureterogram is made of only one side at a time. 
The catheter is passed for a distance of about 25 
cm., which brings it to the ureteropelvic juncture. 
The first picture is made after collection of the 
specimen. The catheter is then withdrawn to a point 
just above the ureterovesical angle, the 12'% per 
cent solution of sodium iodide carefully injected, 
and the second film made. Kinks, strictures, dilata- 
tions, calculi, and the relation of the shadow to 
other abdominal shadows can be demonstrated. 

The technique of pyelography is similar to that 
of ureterography except that the second film is made 
before the catheter is withdrawn. Hydronephrosis, 
tumor of the pelvis or kidney substance, nephropto- 
sis, calculi, and developmental abnormalities are 
revealed. D. Pickxrett, M.D. 


Ball, W. G.: Some Anatomical Factors in Urinary 
Infections. Proc. Roy. Soc. Med., Lond., 1927, xx, 
285. 

Ball raises the questions as to whether infections 
ever persist in a normal urinary tract, and whether, 
in the absence of obvious lesions of the tract, it is 
not correct to assume that some external cause is 
present. He believes that such infections are often 
caused by direct contact of the urinary passages 
with infective lesions of the neighboring structures. 

Of a series of 200 consecutive bacteriological in- 
vestigations of infective processes occurring in the 
urinary passages, 63 per cent showed some pre- 


existing abnormality. In a large number of cases. 


there was a dilatation of the urinary passages above 
the site of the lesions, a fact supporting the theory 
that dilatation of the urinary passages favors the 
occurrence of infective processes by providing a 
suitable’ field for bacteria or by lowering the re- 
sistance of the kidney to infection. Thus the tissues 
of the kidney may become so altered as to permit 
the transmigration of bacteria which circulate in 
the blood stream. 

The frequency with which alimentary bacteria 
are found in urinary infections suggests investigation 
of the intestine. Ball has collected a large number 
of cases in which urinary symptoms and infective 
lesions were dependent upon an anatomical relation- 
ship between the bowel and the urinary tract. 

It is reasonable to suppose that in the majority 
of cases. of appendicitis some part of the urinary 
tract must come into very close contact with the 
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inflammatory process. Ball cites four cases treated 
for cystitis in which the appendix was the factor 
responsible for the infection and it was clearly 
demonstrated that the local attachment of a part 
of the intestine to the urinary tratt was a cause of 
chronic persistent or recurrent infection, presum- 
ably due to direct transmission. The abdominal 
ureter and renal pelvis may become involved in this 
disease. 

Simple intestinal fistula are unlikely to cause 

-many cases of infection of the urinary tract, but 
diverticulitis and colonic neoplasm usually bring 
about infection by direct involvement of the urinary 
passages in their disease processes. 

Of fifty cases of carcinoma of the colon and rec- 
tum, none was responsible for a hamatogenous 
infection. 

Of fifty-eight cases of colitis, urinary lesions were 
found in only three. 

A study of 116 cases of salpingitis showed that 
the frequency with which lesions of the urinary 
tract are associated with inflammation of the tubes 
is almost the same as the frequency of their asso- 
ciation with disease of the appendix. 

J. Tuomas, M.D. 


Scholl, A. J.: Histology and Mortality in Tumors 
of the Prostate, Bladder, and Kidney. California 
& West. Med., 1927, xxvi, 185. 


There are two types of prostatic carcinoma. The 
less malignant type corresponds closely to the nor- 
mal structure of the prostate. The other is made up 
of irregular masses of cells with no differentiation. 

The common epithelial tumors of the bladder may 
also be divided into two primary groups, the 
malignant papillomata and the solid carcinomata. 
The first group, which is made up of tumors retain- 
ing to a considerable extent the characteristics of the 
bladder mucosa and the benign papillomata, is less 
malignant than the solid carcinomata. 

Tumors of the kidney are divided primarily into 
the papillary adenocarcinoma and the alveolar car- 
cinoma groups. The papillary adenocarcinomata 
correspond to the so-called hypernephroma group 
and are of several different types with corresponding 
degrees of malignancy. The alveolar group is a small 
one; the tumor, which is highly malignant, tends 
to reproduce the tubules of the adult kidney. 

The difficulty or ease of the removal of a tumor 
is a most important factor in the prognosis, regard- 
less of the malignancy. Louts Gross, M.D. 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Johnson, R. W., Jr.: A Physiological Study of the 
Blood Supply of the Diaphysis. J. Bone & Joint 
Surg., 1927, ix, 153. 

In studies of the extent of the vascular tree of the 
nutrient artery and the efficiency of its anastomotic 
twigs the periosteum was stripped from the shaft 
of the bone and the medullary cavity blocked off at 
the metaphysis with wax plugs to cut off the blood 
supply. 

The extent and anastomosis of the metaphyseal 
blood supply was studied by stripping the periosteum 
up, rupturing the nutrient artery, and blocking off 
the medullary canal with wax plugs inserted through 
a drilled hole at each end of the diaphysis. 

These experiments indicate that the nutrient 
vessels preserve the life of the entire medulla and 
supply the inner half of the cortex. Active repair 
takes place when the nutrient vessels alone are 
intact. ‘The metaphyseal vessels preserve the life of 
the medulla and the inner half of the cortex, but 
repair is not as active as in the controls except close 
to the metaphyseal ends, being notably delayed in 
the middle region of the shaft. 

The periosteal system does not normally supply 
more than the outer half of the cortex and cannot 
supply an effective collateral circulation to the 
medulla of the diaphysis in less than four weeks. 
The periosteal repair is relatively poor in the healing 
of cortical defects. In the shaft of the bone, the 
nutrient vessels are the first, the metaphyseals next, 
and the periosteal system last in importance. 

This knowledge will help to solve the problems of 
non-union, delayed union, massive bone trans- 
plantations, and acute osteomyelitis and kindred 
diseases. S. Reicu, M.D. 


Holmes, G. W.: Bone Tumors: Their Classifica- 
tion and Roentgen Appearance. Northwest 
Med., 1927, xxvi, 13. 

Up to the present time, the danger in the treat- 
ment of bone tumors has been due to too radical 
operations on benign lesions. An accurate diagnosis 
should be made before surgery is considered. Ewing, 
Bloodgood, Codman, and others of experience in 
this field place the roentgenogram among the most 
important of diagnostic aids. The roentgen ex- 
amination should include not only several views of 
the bone involved, but also views of other bones and 
of the lungs. 

_ Bone lesions other than primary tumors usually 

occur as multiple lesions crossing cartilage and in- 

vading joints but not producing expansion of the 
bony shell. Benign tumors are purely destructive 


76 


or proliferative. Primary malignant bone tumors, 
with the exception of myeloma and Ewing’s tumor, 
are single lesions. They frequently show new bone 
laid down at right angle to the shaft. In the hands 
and feet, they are extremely rare. 

Osteoma and osteochondroma are true bone 
tumors, but they usually grow from a pedicle on 
the cortex and never invade or destroy bone. 

Enchondromata are most common in the fingers 
and toes. One of their chief characteristics is ir- 
regular bulging and thinning of the cortex. They 
may be mistaken for giant-cell tumors. 

Giant-cell tumors are usually single central lesions 
near the epiphyses of long bones or the jaw. They 
tend to grow equally in all directions, causing ex- 
pansion of the cortex but rarely breaking it. Their 
growth is slow. They do not cross cartilage, invade 
soft tissues, or metastasize. The shadow shows 
lobulations made by trabecule. 

Bone cysts occur in long bones and are charac- 
terized by oval areas of rarefaction with few or no 
trabecule. 

Osteogenetic sarcomata occur in the shaft of long 
bones as single lesions. They generally appear 
before the thirtieth year of age. They may be 
osteoblastic, osteolytic, or both. They break through 
the cortex and invade the soft tissues, but do not 
cross cartilage or involve joints. There are four 
main types: (1) the fibrocellular, which begins on 
the periosteum and builds up ossification in ray 
formation; (2) the telangiectatic type, a very vas- 
cular and malignant form which arises in the 
medulla and metastasizes early; (3) the sclerosing 
type, which forms dense, ivory-like bone throwing 
a cotton-like shadow on the film; and (4) the un- 
differentiated, entirely osteolytic type in which the 
film shows loss of substance but no bone formation. 


Ewing’s tumor is similar to an osteogenetic sar- . 


coma, but is situated farther from the ends of long 
bones and causes more localized destruction of the 
cortex and more periosteal new bone formation. It 
responds more readily to irradiation than other bone 
tumors. 

Myeloma is of slow growth and occurs most fre- 
quently in the marrow of flat bones and after the 
fortieth year of age. It causes thinning of the 
cortex and spontaneous fracture. The roentgeno- 
gram resembles that of metastatic carcinoma, but 
the areas are finer and hazier in outline. The lesion 
is always multiple. A. Crark, M.D, 


Chatterton, C. C., and Flagstad, A. E.: Peculiar 
Behavior of Giant-Cell Tumors. J. Bone & Joint 
Surg., 1927, ix, 111. 

The authors report two cases of giant-cell tumors 
which formed metastases in spite of the fact that 
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such tumors are considered benign growths. Blood- 
good has reported forty-seven cases, and Coley 
fifty cases without metastasis. Codman states that 
in Over 100 cases of giant-cell tumors which have 
been registered there was not one case of true 
metastasis. 

The first case reported by the authors was a case 
of true giant-cell tumor in the region of the left knee. 
Pulmonary metastases developed and the patient 
died. In the second case there was a giant-cell 
tumor in the region of the left knee which broke 
into the joint cavity. 

The first case represented the type of true giant- 
cell tumor which undergoes malignant change fol- 
lowing mild operative interference and trauma, while 
the second represented the borderline aggressive 
type of giant-cell tumor which is more suggestive 
of malignancy clinically and roentgenologically al- 
though it is benign microscopically. 

Rupotps S. Reicu, M.D. 


Snyder, R. G., and Fineman, S.: A Clinical and 
Roentgenological Study of High Colonic Irri- 
gations as Used in the Therapy of Subacute 
and Chronic Arthritis. Am. J. Roentgenol., 1927, 
XVvii, 27. 

The value of various enemas and irrigations in 
cleansing the colon of barium residues was tested in 
235 cases. The residues were the fifteen-hour residue 
following the ingestion of 1 lb. of barium and the 
amount of barium left in the colon following the 
evacuation of a standard mucilaginous barium 
enema. 

Soapsuds enemas (2 qts.) were found most 
efficacious. However, in 64 per cent of constipated 
individuals and in 36 per cent of patients without a 
history of constipation the soapsuds enema failed 
to cleanse the colon completely. In many cases in 
which the enemas failed, irrigations succeeded. 

In fifteen consecutive attempts the tube was 
passed beyond the sigmoid thirteen times. The 
hepatic flexure was reached twice. That the proce- 
dure is not especially dangerous when it is used by 
experienced persons working under ideal conditions 
and aided and forewarned by previous roentgeno- 
logical studies, is shown by the fact that 12,000 such 
irrigations have been carried out without a mishap. 

Since the addition of this form of treatment to the 
older well-known therapy of arthritis, the clinical 
results in the authors’ cases have been definitely 
improved. Cuares H. Heacock, M.D. 


Nachlas, I. W.: Studies on the Blood Calcium and 
Phosphorus in Arthritis. J. Bone & Joint Surg., 
1927, 1X, 37- 

Because there is one type of arthritis charac- 
terized particularly by bony overgrowth about the 
joints, Nachlas made studies upon the phosphorus 
and calcium content of the blood, the latter being 
presumably the medium for the transportation of 
calcium and phosphorus to the bony tissues. The 
chemical structure of bone has been fairly well 


established. The salt CA3(PO,4)2 constitutes about 
85 per cent of the inorganic elements. 

By microchemical methods it has been possible 
to establish the level of the elements in the normal 
adult as 9.5 to 10.5 mgm. of calcium and 3 to 4 mgm. 
of phosphorus to 100 c.cm. of blood. 

The author determined the serum content of 
calcium and phosphorus in thirty-seven cases of 
arthritis which were classified into two groups: 

1. Rheumatoid arthritis in which the morbid 
changes occur primarily in the soft tissues and the 
periarticular and synovial tissues undergo thickening 
with hypertrophy of the synovial fringes and 
ultimately all of the constituent elements of the 
joint become involved by a process of atrophy. 

2. Osteo-arthritis, in which the primary changes 
occur in the cartilaginous and bony structures, 
which undergo enlargement or hypertrophy with 
the formation of osteophytic outgrowths. 

In these investigations the author was unable to 
verify the observations of those who have reported 
an abnormality in the calcium metabolism in ar- 
thritis deformans. He states, moreover, that no 
reliable distinction was offered by his analyses for 
the separation of rheumatoid arthritis from osteo- 
arthritis. Rosert C. LonerGcan, M.D. 


Silver, D.: The Réle of the Capsule in Joint Con- 
tractures: with Especial Reference to Sub- 
periosteal Separation. J. Bone & Joint Surg.,1927, 
ix, 96. 

In the anatomical sense, the joint capsule consists 
of the synovial membrane and enough fibrous tissue 
to support it, with occasional accessory ligaments 
such as the Y-ligament and the ligament of Winslow. 
From the surgical standpoint, however, the peri- 
capsular tissues must be considered as integral parts 
of the capsule. They increase its thickness and 
strength and are a common site of the inflammatory 
changes which lead to contracture. The most im- 
portant structures are tendon fibers, fascial expan- 
sions, muscle attachments, and cartilage re-inforce- 
ments. The surgical capsule is stronger on the flexor 
than the extensor aspect of a joint, and when carti- 
lage is present it is attached in the concavity of the 
joint. 

In simple postural deformities the effect of struc- 
tural adaptation and growth may give rise to dense 
periarticular structures on the contracted sides. In 
cases with trauma and hemorrhage and overlong 
fixation of joint fractures in a fully flexed or fully 
extended position, there are apt to be capsular con- 
tractures. Low-grade inflammatory processes such 
as the proliferative type of chronic arthritis are apt 
to result in similar deformities. In cases with 
effusion and in the osto-arthritic type this is less 
likely. Very resistant contractures may occur as 
the result of trophic changes following nerve injury 
or the ligation of larger arteries to extremities. 

The capsule is evidently responsible for soft tissue 
contractures when the tendons and muscles on the 
contracted side are not unduly tight and when 
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relaxation of taut muscles gives no increase in 
mobility. The limitations of forceful manipulation 
and gradual correction in such cases have led to 
occasional division of the capsule. 

Subperiosteal separation of the contracted portion 
of the capsule is offered as a superior method. It is 
less damaging and yet more comprehensive in its 
scope than forcible correction. It preserves the con- 
tinuity of the capsule better than simple capsulot- 
omy, and may often be performed subcutaneously. 
An osteotome or tenotome which has been cut off 
at the middle and resharpened on the end and both 
sides is used to separate the capsule. After the skin 
has been incised with an ordinary tenotome well on 
the side of the joint and close to the joint line on the 
side of the convex segment, the capsule is split to 
the bone from the joint line to its insertion. With 
the elevator, the attachment of the capsule is raised 
along with the periosteum, from the joint line out- 
ward. It may be necessary to make an incision on one 
side of the joint and to complete the separation sub- 
cutaneously on the other side. Full correction may 
not be secured at once, but the contracture will 
much more easily lend itself to gradual correction. 

Contractures of the fingers, metacarpophalangeal 
joints, wrists, elbows, ankles, and knees have been 
corrected by this method. 

It is thought that the procedure will be especially 
valuable for the improvement of function of hands 
crippled by any of the various affections classed as 
arthritis deformans. At the wrist the capsule should 
not be divided on the side of the convex segment as 
is the rule elsewhere, but instead, the two main 
accessory ligaments should be free from the radius 
and ulna. W. P. Biount, M.D. 


Wolcott, W. E.: Regeneration of the Synovial 
Membrane Following Typical Synovectomy. 
J. Bone & Joint Surg., 1927, ix, 67. 

The author reports further experimental evidenc® 
that there is regeneration of the synovial membrane 
following synovectomy. The experiments were per- 
formed on dogs ranging in age from 2 or 3 months 
to several years. Twenty-four knee joints were 
operated upon. The split-patella approach was 
used. The synovial membrane of the anterior 
surface of the femur, that from the anterior pouch 
lateral to the condyles, and the infrapatellar fat 
pad were removed. The operation was followed by 
a moderate reaction with complete return of func- 
tion to the non-infected joints after fourteen days. 

Following the administration of lethal ether the 
joints were examined at periods ranging from one 
to one hundred and eight days. X-ray studies made 
after injections of sodium iodide into the capsule 
showed after ten days only a slight variation from 
the normal in size and contour. Primary wound 
healing was the rule, and function was normal in the 
dogs allowed to live beyond the fourth week. The 
joint fluid resumed its normal character after ten days. 

The macroscopic changes in the joint appeared 
to progress in an orderly manner, and following the 


absorption of the clot and the development of fibrin 
the denuded areas were soon covered by a trans- 
lucent membrane. From the third to the seventh 
day, both fine and coarse adhesions were found. 
The former were absorbed in time, but the latter 
persisted and were the direct cause of a sacculation 
of the upper part of the pouch into two lateral 
portions. In eleven cases fringes of fibrin overhung 
the articular surfaces. In about one-half of the 
cases there was minor cartilage absorption, probably 
due to the trauma of the operation. Villus forma- 
tion was noted in three of twenty-one joints ex- 
amined. 

By the fourth week a small zone of adipose tissue 
made its appearance in the central area of the dense 
fibrous pad which replaced the excised infrapatellar 
fat pad, and adhesions extended upward to the 
intercondylar notch. The adhesions persisted. 

At the end of the fourth week the deeper fibro- 
blasts which appeared in the fibrin were shrinking 
in size and rapidly assuming the characteristics of 
normal fibrous tissue cells. The surface layer was 
smooth, the cells being smaller and flattened, re- 
sembling more closely the cells of normal synovial 
membrane. 

At the hundred and eighth day the synovial 
membrane was practically indistinguishable from 
that of the normal animal. 

The changes noted prior to the fourth week were 
those of regeneration of the surgically excised 
synovial membrane. Subsequently the changes 
were those of cell aging and maturity into inactive 
fibrous tissue; the phase of hyperplasia having 
repaired the injury, further cell growth was checked. 

These findings indicate that synovial membrane 
regenerates after typical synovectomy, and the re- 
generated pouch closely simulates the normal in 
size, contour, histological structure, and function. 

Rosert C. Lonercan, M.D. 


Garlock, J. H.: The Repair Processes in Wounds 
of Tendons and in Tendon Grafts. Ann. Surg., 
1927, Ixxxv, 92. 


By experiments on dogs, Garlock attempted to 
determine when it is safe to begin motion following 
tenorrhaphy. The tendon mechanism in the dog 
most closely resembling that of man is found in 
the anterior tibial group. Therefore this region was 
used in the experiments. In one group of experiments 
the tendons were divided and resutured by the 
Bunnell technique and the tendon sheath carefully 
repaired. The subcutaneous tissues and skin were 
then closed and the leg was immobilized in plaster 
of Paris. In another group of experiments the 
tendon was exposed, a portion about 2 cm. in length 
was excised, and a free tendon graft taken from the 
other hind leg was inserted into the defect and 
sutured. The wound was then closed and the limb 
immobilized as in the other group. 

Garlock concludes that it is safe to institute active 
motion on the fifth day after operation and to re- 
move retention apparatus on the eighteenth day. 
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He believes that free tendon grafts inserted to 
bridge a defect in the tendon continue to live as 
such, and that it is safe to begin active motion in 
these cases at about the tenth day, while retentive 
apparatus can be dispensed with on the twenty-fifth 
day. He states that after tenorrhaphy the return 
of function is dependent upon several factors, the 
most important being the breaking away of the 
tendon from its surrounding tendon sheath, but the 
final outcome may not be evident for three or four 
months after the operation. 
C. Cotonna, M.D. 


Fiévez and Lecéne: A Case of Spontaneous Intra- 
capsular Rupture of the Tendon of the Long 
Head of the Biceps Brachialis (Un cas de 
rupture spontanée intracapsulaire du tendon de la 
longue portion du biceps brachial). Bull. et mém. 
Soc. nat. de chir., 1926, lii, 1210. 


In the examination of a 76-year-old woman for an 
old luxation of the left shoulder, an intracapsular 
rupture of the tendon of the long head of the right 
biceps was found. The patient was unaware of the 
latter lesion and could recall no traumatism to the 
right arm. However, she had an arthritis sicca of 
the right shoulder, a condition in which rupture 
of the long tendon is relatively common and occurs 
without trauma. The tendon is thought to be 
gradually “filed” through by the process of the 
dry arthritis, finally rupturing spontaneously. 

This phenomenon is seen in other intracapsular 
tendons in the presence of arthritis sicca and is 
often accompanied by degenerative changes in the 
tendon. Spontaneous rupture of the long tendon of 
the biceps requires no treatment as it usually 
occurs in old persons who are not inconvenienced 
by the detachment. Traumatic rupture of this ten- 
don, however, requires operative thérapy in the 
form of re-insertion, resection, or fixation of the 
tendon. Leo M. ZimmMerMAN, M.D. 


Buchman, J.: Osteochondritis of the Vertebral 
Body. J. Bone & Joint Surg., 1927, ix, 55. 


The author discusses a new disease entity de- 
scribed by Calvé as “a localized affection of the 
spine suggesting osteochondritis of the vertebral 
body with the clinical aspects of Pott’s disease.” 
The three cases on record to date were those of 
children 2%, 5, and 7 years of age. None gave a 
history of serious injury. The condition was charac- 
terized by an insidious onset, fatigue, pain, stiffness 
of the back, and knuckle formation. In one case 
there were night cries. Roentgen-ray examination 
revealed shortening of the vertical diameter of one 
of the vertebra. 

Buchman reports two new cases, one that of a 
child of 5 years and the other that of a child of 11 
years. The child 11 years of age was suffering from 
a vertebral epiphysitis which apparently followed 
an osteochondritis of the vertebral body. 

The differentiation between osteochondritis of the 
centrum and vertebral epiphysitis is based on the 


ossification processes of the vertebra. The primary 
centers are all present by the fourth month of intra- 
uterine life. Among the secondary centers, the 
superior and inferior epiphyses of the body do not 
appear until the eleventh or twelfth year. In the 
five cases referred to, the age incidence of osteochon- 
dritis of the centrum was under 7 years. Vertebral 
epiphysitis is rarely seen before the eleventh year. 

The author calls attention to the parallelism that 
seems to exist between osteochondritis of the cen- 
trum and vertebral epiphysitis, Legg-Calvé-Perthes’ 
disease, Koehler’s disease, Osgood-Schlatter disease, 
coxa vara cervicalis, and all the other forms of 
osteochondritis that have been recently described. 
Osteochondritis of the centrum and_ vertebral 
epiphysitis are undoubtedly parallel conditions 
in different periods of growth and different foci. 

The various theories as to the etiology of osteo- 
chondritis are discussed from the standpoint of the 
other better known conditions. The only conclusion 
that can be drawn is that of Schanz, viz., that the 
pathological picture is not specific but is a response 
to the increased static demand over the static ca- 
pacity. Thisisin accordance with Whitman’s conten- 
tions regarding coxa vara cervicalis associated with 
Froehlich’s syndrome, viz., that the etiological 
factor is not the endocrine dyscrasia but the in- 
creased load thrown upon a weakened epiphysis. 
Pathological conditions that may cause a diminu- 
tion of the capacity to bear stress and strain are 
disturbances of the calcium and _ phosphorous 
metabolism such as occur in infantile rickets, late 
rickets, osteomalacia, and the conditions resulting 
from the hunger blockade of the World War. Ac- 
cording to the author’s observation, the most com- 
mon causative factor producing the type of osteo- 
chondritis under consideration is the physiological 
weakness incidental to rapid growth. 

Roentgenologically, osteochondritis of the cen- 
trum is characterized by irregularity of the vertebral 
outlines and flattening and wedging of the vertebra 
followed by a stage of restitution when the vertebral 
outlines appear dense and sclerosed. Deformity of 
the vertebral bodies is the final result. The inter- 
vertebral spaces are widened in proportion to the 
thinning of the vertebral bodies. 

All of the treated cases have done well under 
treatment by recumbency and the application of a 
plaster-of-Paris jacket. The remaining deformity 
does not interfere with activity. 

Rosert C, LonerGan, M.D. 


Ghormley, R. K.: Heliotherapy in Relation to the 
Treatment of Tuberculosis of the Spine in 
Children. J. Am. M. Ass., 1927, |xxxviii, 289. 


Tuberculosis of the spine is treated at the New 
England Peabody Home for Crippled Children in 
Newton Center, Massachusetts, by fixation in a 

laster jacket applied on a Goldthwaite frame. The 
jacket is bivalved. The patient lies alternately in 
either half of the jacket while sunlight or mercury- 
vapor quartz-lamp treatment is given. 
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There are three guides to the progress of the 
case, namely: 

1. Accurate records of the deformity made with 
the use of Young’s tracing machine every six weeks. 

2. The weight chart. The weight is recorded 
every month. 

3. Roentgenograms, antero-posterior and lateral, 
made every four months. 

As soon as muscle spasm has subsided, active 
exercises are begun to develop the extensor muscles 
of the spine and shoulder girdle. 

Ambulatory treatment is begun gradually after 
one or two years, depending upon the severity and 
progress of the case. The patient wears the bivalved 
jacket with straps. 

In the author’s opinion, cases of tuberculosis of 
the spine in childhood should never be treated as 
outpatient cases. Dantec H. Levintruar, M.D. 


Key, J. A.: Some Diagnostic Problems in the Hip 
in Early Life. J. Am. M. Ass., 1927, \xxxviii, 82. 


The early diagnosis of hip conditions in children 
is based on the history, the findings of the physical 
and X-ray examination, tuberculin and Wasser- 
mann reactions, and studies of the blood, urine, and 
feces. Exploratory arthrotomy for diagnosis is 
justifiable if the diagnosis is obscure and the patient 
has not been benefited by conservative treatment. 

ELveN J. Berkueiser, M.D. 


Legg, A. T.: The End-Results of Coxa Plana. 
J. Bone & Joint Surg., 1927, ix, 26. 


Legg reports the end-results of coxa plana in a 
series of forty cases with a duration of at least ten 
years. He states that it is possible to prognosticate 
the ultimate change in structure and to some extent 
the functional disability at an early stage, but in 
certain cases the end-result is not obtained until 
the epiphysis unites with the shaft. 

In previous reports two of the types of end-results 
in coxa plana were described—the mushroom and 
the cap types. In the mushroom type there is no 
marked atrophy or fragmentation of the epiphyseal 
bone centers. In some cases the epiphysis may 
migrate to the great trochanter, whereas in others 
it migrates very little. Abduction, and at times rota- 
tion, is limited when the epiphysis shows marked 
migration, but if there is very little migration, 
motion at the hip may be normal in adult life. There 
is less shortening in this type than in the others. 
None of Legg’s cases show more than 1% in. of 
shortening. 

The cap type shows marked variation in radiabil- 
ity in the epiphyseal bone center and neck and the 
fragmentation of the epiphyseal bone center and 
marked shortening and rounding off of the upper 
angle of the neck. In some cases the epiphysis seems 
to be obliterated. The ultimate limitation of motion 
and shortening of the leg are generally considerable 
—usually from '% to 1 in. The duration of the 
process differs also in the two groups. The changes 
taking place in the mushroom type are much less 


marked than those occurring in the other, and the 
process reaches the final state sooner. Legg believes 
that in the cap type the ultimate stage is not reached 
until the epiphysis has united; i.e., at about the 
eighteenth year of age. 

In the cases reviewed, relief from weight bearing 
in no way affected the end-result; that is, in those 
in which weight bearing was permitted, the end- 
results did not differ materially from those in which 
no weight bearing was allowed. ; 

Rosert C. LoNERGAN, M.D. 
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Willems, C.: The End-Results of Immediate 
Active Mobilization in the Treatment of 
Joint Injuries. Practitioner, 1927, cxviii, 48. 


Willems reports the end-results of immediate 
active mobilization of joint injuries in twenty cases, 
including fifteen knee-joint injuries and five injuries 
of the elbow. Fifteen were not infected; in five 
there was purulent arthritis. The treatment was 
described eight years ago. 

Function has been maintained in all cases. In 
some, the original bone injury cannot now be de- 
tected in the roentgenograms, while in others 
especially those in which suppurative arthritis 
occurred, there has been a large production of 
osteophytes. However, even in the latter, the 
mobility of the joint is little affected and the mus- 
culature has been retained. 

In the non-infected cases the disability averages 
5 per cent, while in the infected cases it averages 
12 per cent. Osteophytes are present in several of 
the cases in which the disability is reported as nil. 

Exven J. Berkuetser, M.D. 


Wreden, R. R.: Osteoplastic Support of the Spine 
in Pott’s Disease. Ann. Surg., 1927, Ixxxv, 35. 


The author believes that after the various opera- 
tions for Pott’s disease external support in the form 
of a corset or brace is necessary. In Russia such 
corsets are so expensive that he has been led to seek 
a remedy by a new surgical method which gives 
both immobilization and support. He describes 
two types of operation which he calls the method of 
transverse support and the method of oblique sup- 
port. The principle of these procedures is the trans- 
ference of the trunk weight from the diseased ver- 
tebra to the pelvis by tibial grafts. When the 
fourth and fifth lumbar vertebre are diseased, these 
grafts are placed transversely in grooves made on 
the crest of the ilii and fused with the spinal processes 
of the diseased lumbar vertebra. When the disease 
involves the last two dorsal or the first three lumbar 
vertebre, a Z-shaped incision is made over the 
affected area and after a groove has been made in 
the crest of the ilii the spinal processes are reflected 
downward and two tibial grafts are inserted until 
they. cross beneath the spinal process, forming a 


support. 
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The author has applied one of these procedures 
in ten cases with very satisfactory results. After 
the operation the patient is kept in bed for the first 
six weeks. He is then allowed to sit up for one 
week. By the end of the seventh week’ he is able 
to walk without external support. 

Paut C. Cotonna, M.D. 


Dickson, F. D.: An Operation for Stabilizing 
Paralytic Hips. J. Bone & Joint Surg., 1927, ix, 1. 


In cases of instability of the hip joint due to 
paralysis of the gluteus maximus and medius result- 
ing from anterior poliomyelitis, Dickson transplants 
the tensor fascize femoris to the posterior superior 
spine of the ilium. He has performed this operation 
during the past five years with uniformly successful 
results. 

With the patient lying on one side, the skin 
incision is made from the anterior superior spine of 
the ilium posteriorly along the crest of the ilium to 
the posterior superior spine. Anteriorly it is pro- 
longed downward onto the thigh for a distance of 4 
in. and passed along the inner border of the tensor 
fascia femoris (lata). The skin and subcutaneous 
fat are then reflected to expose the fascia covering 
the tensor fascia femoris and the gluteus medius 
and maximus.. 

In the next step the tensor fascia femoris is 
separated from the sartorius and rectus femoris 
anteriorly for a distance of 4 in. and from the gluteus 
medius for a distance of 3 in. posteriorly, care being 
taken not to injure the nerve supply. 

The tensor fascia femoris is then freed from its 
origin at the crest of the ilium by chiseling off a shell 
of bone. The gluteus medius is lifted up, and the 
severed insertion of the tensor fascia femoris (lata) 
is passed beneath it. The transplanted muscle 
should pass as far posteriorly as possible. 

With the thigh strongly abducted, the insertion 
of the tensor fascia femoris will reach the posterior 
superior spine or its neighborhood. There it is 
securely fastened by No. 3 chromicized catgut to the 
crest of the ilium or a band of fascia attached to the 
crest of the ilium is turned up. 

The posterior edge of the tensor fascie femoris is 
firmly sutured as far posteriorly as possible to the 
under-surface of the gluteus maximus. If the muscle 
is displaced as far posteriorly as it should be, it will 
pass over the anterior half of the greater trochanter 
in its new position. In the closure of the wound all 
dead spaces are obliterated. After the operation the 
limb is put up in plaster in extreme abduction. 

After three or four weeks the cast is removed and 
daily exercises are given. After from six to eight 
weeks the limb is gradually allowed to come down 
from the abduction position and the patient allowed 
to use the extremity. 

This operation has been performed in cases in 
which the tensor fascia femoris had little or no 
power as well as in those in which it was not para- 
lyzed. When paralysis is present, voluntary exten- 
sion is not obtained, but the hip is stabilized. 


It is used to give stability to the joint in the fol- 
lowing conditions: 

1. Flexion contraction of the hip with paralyzed 
glutei. In such cases it is sometimes advisable to 
perform a modified Soutter operation later. 

2. Relaxed hip joint which subluxates when 
weight-bearing is attempted. 

3. Luxation of the hip due to paralysis. In such 
cases it is of value to hold the head of the femur in 
the acetabulum after reposition. 

Norman C. Buttock, M.D. 


Hey Groves, E. W.: Some Contributions to the 
Reconstructive Surgery of the Hip. Brit. J. 
Surg., 1927, xiv, 486. 

This article deals exclusively with the author’s 
experience in surgery of the hip joint following 
fracture of the femoral neck, ankylosis, and con- 
genital and paralytic dislocation. 

After fracture of the femoral neck, non-union 
may follow because of: (1) deficiency in the blood 
supply; (2) poor apposition of the fragments; (3) 
the interposition of the capsule; or (4) an inhibitive © 
influence of the synovial fluid. As the separated 
head retains living cells and is capable of resuming 
active life, it is not correct to say that it is dead. 
If the fragments are not put closely in contact at 
once after the fracture, the fresh surfaces soon 
become covered with capsule shreds and fibrous 
tissue which will prevent union. The part of the 
neck attached to the head rapidly becomes absorbed 
if it is not in contact with the distal fragment. 
There is no periosteum or endosteum to form callus 
which will bridge gaps as in shaft fractures. 

The Whitman method has become almost stand- 
ard, yet in many cases it fails to obtain bony union. 
The failure is usually not appreciated until after 
the tedium of confinement in the cast for three 
months. 

A sure method of securing apposition of the 
fragments is the open operation with the use of the 
bone peg. A square peg, 4% in. long and 34 in. 
thick is driven into a round drill hole through the 
trochanter and the center of the femoral neck so 
that it crosses the line of fracture and penetrates 
the femoral head up to the articular surface. This 
is done through a Smith-Petersen incision exposing 
the fragments to view. The leg is held in overhead 
suspension with slight flexion of the hip and trac- 
tion of 10 lbs. After six weeks, the patient walks 
with crutches and a caliper splint. After six months, 
the splint and crutches are discarded. The bone peg 
is prepared in advance from beef bone and is just 
as efficient as an autogenous graft. 

If the proximal fragment is short or the case is of 
long standing with atrophy of the neck, it is better 
to dislocate the head without cutting the round 
ligament and put the peg in through the head first, 
thus pegging the head to the neck. 

If this is done early, before atrophy has occurred, 
bony union is assured and full function will be 
regained in six months. 
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In cases of long standing, the best procedure is 
the reconstructive operation devised by Whitman 
in which the loose head is removed and the stump 
of the neck placed in the acetabulum after the 
trochanter has been cut off and transplanted down 
on the shaft. 

Bilateral ankylosis of the hips is an absolute in- 
dication for arthroplasty of one side. It is best to 
cut the capsule far up around the acetabulum. This 
serves two purposes; it releases the periarticular 
tissues which may subsequently prevent motion, 
and it furnishes a long flap which may be used to 
cover the fresh surface of the neck after removal of 
the head. In the author’s hands,- the Murphy 
method for arthroplasty of the hip has always given 
poor results. It is a long, severe operation followed 
by such tenderness that motion cannot be begun 
until too late to obtain a sufficient range of move- 
ment to justify the procedure. A better procedure 
consists in removing the head and thereby obtaining 
a smaller stump to put in the acetabulum, thus 
insuring earlier and wider motion. A round- headed 
ivory nail may serve as an artificial head when 
driven into the neck and made to fit securely. Baer’s 
membrane of chromicized pig’s bladder is well 
recommended. 

In congenital dislocation of the hip before the 
fourth year of age, cpen operation is usually un- 
necessary as the manipulative method will give 
good results in most cases. The only serious ob- 
stacle is the constricted capsule. It is obviously 
impossible to push the head of the femur measuring 
1 in. in diameter through the constricted lumen of 
the capsule which is about '%4 in. in diameter. ‘The 
capsule is completely torn or is crumpled up between 
the head and the socket. 

In older children, open operation is often neces- 
sary. When the capsule i is cut longitudinally and the 
socket is exposed, it may be found that the latter is 
too shallow to hold the head. One of three things 
may be then done. The hip may be put up in 
extreme abduction, dependence being placed on 
this position to hold the head in the acetabulum 
and upon the subsequent weight bearing to deepen 
the socket. The socket may be deepened by burring 
it out. This destroys the cartilage and may result 
in ankylosis. The socket may be deepened by the 
formation of a shelf on the upper rim by turning 
down a bone flap from the ilium. As this gives a 
rather meager, narrow shelf, the author has tried 
fastening a previously shaped ivory shelf above the 
acetabulum by bone screws. This sometimes acts 
as a bulky foreign body. More recently the ilium 
flap method has been improved to give a wider 
shelf and is now employed as a rule. 

To keep the head from adhering to the socket 
after the latter has been deepened by burring, the 
author cuts, the capsule around the rim of the 
acetabulum and folds it over the head. He then 
sutures it in this position and passes several ligatures 
from over the pelvic rim through the center of the 
acetabulum and ties them to the capsule which cov- 


ers the head. This serves to hold the head deep in the 
socket, answering the purpose of a round ligament. 

In adults with unilateral, congenital dislocation, 
permanent shortening of all muscles, and deformity 
of the femoral head, no attempt should be made at 
reduction. Instead, it is best to do a simple sub- 
trochanteric osteotomy and apply a cast with the 
limb in abduction..On solidification of the osteot- 
omy, the weight-bearing line is improved so that 
the pelvis, instead of being slung from the femoral 
head, rests more above it and walking is easier. In 
cases of bilateral dislocation in the adult, the author 
reduces one side first by taking out a section of the 
shaft so that the head can be brought down to the 
acetabulum. The socket is then deepened and the 
head placed in it. Later, if desired, the osteotomy is 
done on the other side. 

Following infantile paralysis, the gluteal muscles 
may be too weak to abduct the hip. The patient 
without gluteal power must be dependent upon 
crutches. As a substitute for the gluteals, the 
author transplants the iliotibial band of the fascia 
lata. This muscle is exposed by a long lateral in- 
cision, cut from its insertion near the condyle, 
stripped up to the trochanter, passed through a 
tunnel in the vastus externus muscle behind the 
trochanter, and then upward along the line of the 
gluteal subcutaneously, and out through a second 
incision in the lower lumbar region. Through this 
second incision, the erector spina muscle is exposed 
and is divided from its origin for about half of its 
thickness. The iliotibial band is then securely 
sutured to this half of the erector spine. The trans- 
planted muscle then forms a loop around the great 
trochanter, and its contraction will abduct the 
thigh. A. Crark, M.D. 


Abbott, L. C.: The Operative Lengthening of the 
Tibia and Fibula. J. Bone & Joint Surg., 1927, ix, 
128. 


Encouraged by the results obtained by Putti in 
the operative lengthening of the femur, Abbott 
employed the same principle in lengthening both 
bones of the leg which had been shortened by 
poliomyelitis. A Thomas leg splint having been 
slipped over the leg, the Achilles tendon was 
lengthened according to Hoke’s method and the 
fibula divided obliquely at the juncture of the 
middle and lower thirds. Steinman pins were 
then inserted at the upper and lower ends of the 
shaft of the tibia. The middle third of the tibia was 
exposed and a U-shaped osteotomy approximately 
4in. in length was done at this point. ‘The Steinman 
pins were fixed by screw extension pieces which in 
turn were held in position by stabilizers attached to 
the lateral bars of the Thomas splint, and the foot 
was maintained in good position by means of a 
foot support. 

After the completion of the operation the Thomas 
splint was elevated and fixed to the end of the bed. 
The drain was removed after forty-eight hours but 
no attempt was made to lengthen the leg until after 
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the disappearance of all swelling, which was usually 
between the seventh and tenth days after the 
operation. Every day the thumb screws on the ex- 
tension pieces were turned until 2 in. of lengthening 
had been obtained, care being taken to maintain 
the proper apposition and alignment of the frag- 
ments. 

Union occurred in from eight to ten weeks, after 
which a plaster mold including the foot, leg, and 
thigh was applied. 

In the six cases so treated the result was a failure 
in one. In the remaining five cases the lengthening 
obtained ranged from 14 to 17g in. In none of the 
cases was there any evidence of nerve or circula- 
tory disturbance. S. Reicu, M.D. 


FRACTURES AND DISLOCATIONS 


Langworthy, M.: Various Fractures: Practical 
Notes on Their Treatment. Northwest Med., 
1927, XXVl, I. 

The theory that reduction should be delayed until 
the subsidence of swelling should be abandoned. 
Nothing is gained by such delay, either in facility 
of reduction or promptness of union. 

In compound fractures, the soft tissue wound and 
the fracture must be considered as two separate 
problems. Reduction should be accomplished early 
and fixation secured permanently. The question of 
drainage may then receive attention. No fixed rule 
can be laid down. Some slight puncture wounds 
may result in gas infection, while wide lacerations 
may be sutured tight and close by first intention. 
Complete closure after thorough débridement with 
the scissors gives primary healing in many cases. 

The method of choice in reduction is manipulation 
with the least possible trauma under general anws- 
thesia and fixation in a cast or rigid splint. The 
next best is adhesive traction, and the third best, 
caliper direct extension. 

Chronic disability following compression fracture 
of the spine is due usually to inefficient treatment 
or the stopping of treatment too soon. Often the 
diagnosis is not made until several weeks after the 
injury, either because of failure to make an X-ray 
examination or limitation of the roentgenograms 
to the antero-posterior view. If only one view of 
the spine is made, the lateral view is better. It 
must be borne in mind that this fracture can occur 
with only slight injury. 

In late cases with symptoms, an ankylosis opera- 
tion should be done on the spine if the patient is 
young, or a brace applied if the patient is elderly. 
In fresh cases, the patient should be kept on his 
back on a hyperextension frame for from six to 
eight weeks and then held with the spine hyper- 
extended in a plaster jacket for several weeks longer. 

In fractures of the surgical neck of the humerus, 
the most satisfactory method is reduction by manip- 
ulation under general anesthesia and fixation in 
abduction in a cast. As a rule, the more completely 
the area can be abducted and externally rotated, the 


better the result. Children remain in the cast for 
five or six weeks, but in the cases of older persons | 
motion must be begun in two or three weeks to pre- 
vent stiffness. The arm should be held in an 
abduction splint and let down gradually. 

A. Crark, M.D. 


Henderson, M. S.: The Open Treatment of Frac- 
tures. IJ/linois M.J., 1927, li, 31. 


Henderson reviews a series of cases covering five 
years, There were 270 cases of recent fracture and 
387 of old fracture in the surgical group. Open 

operation was performed in 123 (45.5 per cent) of 
tl e cases of recent fracture. The distribution of the 
fractures is given in detail. The fractures most fre- 
quently subjected to the open method were frac- 
tures of the radius and ulna combined and those of 
the humerus, elbow, tibia and fibula, femur, knee, 
and ankle. Those most often treated by the closed 
method were fractures of the wrist, hand, foot, 
clavicle, and hip. 

In general, delay in reduction is responsible for 
more faulty settings than any other factor. Im- 
mediately after the fracture, particularly if the 
patient is anesthetized and relaxed, the ends of 
bones can usually be freed from the muscle and 
properly engaged so that, if proper fixation is pro- 
vided, the fracture site is in condition for the forma- 
tion of healing callus. Fixation is essential; it may 
be provided in many ways and should be as absolute 
as possible for the time it is required. Traction is 
probably the greatest single aid to the reduction of 
fractures, and may often be continued after reduc- 
tion, thereby aiding fixation. 

Whenever possible, a fracture should be reduced 
by the closed method. In the series of cases reviewed, 
many of the patients treated by the open method 
were seen late. This was regrettable because, if 
callus is interfered with during its formation, the 

rocess of ossification may be slow in re-establishing 
itself. All of the soft parts were swollen, blood clots 
were undergoing organization, and there was a tend- 
ency toward the formation of soft callus. Under 
such conditions an open operation is generally 
necessary. On the other hand, when a fracture is 
reduced at once, chiefly by traction and with 
minimal trauma, very little swelling ensues because 
anatomical reposition restores the normal tension 
of the muscles and blood vessels and prevents oozing 
with the formation of a hematoma. 

The statistics reported do not clearly express the 
author’s views on the relative merits of the open 
and closed methods. Some of the cases of fracture 
were referred because delay in the primary reduction, 
which in many instances was unavoidable, had re- 
sulted in unsatisfactory setting. ‘The time favorable 
for the closed method had passed, the time for the 
open method had arrived, and operation was 
necessary. 

Too free use of metal, whether in the form of 
plates, screws, or nails, has been justly condemned. 
Beef-bone screws and plates are being used more 
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and more frequently as they are less irritating to 
the bone than metal and are entirely absorbed. The 
rate of absorption varies with the bone metabolism. 
Adequate external as well as internal fixation must 
be provided. Sometimes a carefully performed 
operation in which the bones are brought into 
perfect apposition and a beef-bone plate is well 
applied may be rendered a complete failure by 
inadequate postoperative fixation. 


Naffziger, H. C.: The Treatment of Fractures of 
the Spine with Cord Injury. Northwest Med., 
1927, XXVIl, 9. 

In the case of a patient brought to the hospital 
with complete paraplegia following fracture of the 
spine, one of the problems to be considered is that 
of making him comfortable and preventing bed 
sores. It is remarkable how quickly, in such cases, 
a devitalized area will develop extensive sloughing 
with the exposure of bare bone underneath. To 
diminish the risk of such lesions, the patient should 
be placed on an air mattress. 

To prevent cystitis in paralysis of the bladder it 
seems more expedient to let the bladder overfill, 
even to the umbilicus, with the hope that sponta- 
neous leakage will occur, than to do a suprapubic 
cystotomy or to catheterize. If catheterization 
cannot be avoided, a small amount of antiseptic 
should be injected after the bladder has been 
emptied. 

With roentgenograms in both planes, it may be 
possible to show distortion of the spinal canal which 
will aid in the differentiation between complete cord 
severance and cord compression. 

If any results are to be obtained by surgical 
treatment in such cases, it is necessary to decide 
rather early as to what is to be done. Animal ex- 
periments show that the oedema which follows the 
primary injury reaches its maximum after from 
four to eight hours, and that the superposition of 
this oedema over the original injury is sometimes 
responsible for complete blocking. It therefore ap- 
pears that exposure of the cord and relief of the 
oedema by longitudinal section of the injured seg- 
ments must be done within this time if the best 
results are to be expected. 

A comparison of the spinal fluid pressure above 
and below the site of injury by spinal puncture and 
the use of the manometer may give information 
which will aid in the diagnosis when the clinical 
symptoms are not sufficiently clear. One manometer 
should be connected with a needle in a lumbar 
puncture and the other with a needle in the posterior 
cistern. If the pressures are the same, there is free 
circulation of the spinal fluid without blocking. 

In the performance of a laminectomy, the cord 
may appear normal on exposure, but if the dura is 
opened slightly there may be an extrusion of tan- 
colored cord ‘substance indicating that the cord 
proper has been reduced to a pulp at that level. 
Laminectomy is advisable when block is present. 
The dura should be opened, and when there is 


complete paraplegia, a small incision should be 
made also in the posterior columns. 

Lesions below the first lumbar vertebra involve 
the cauda equina and are in the category of periph- 
eral nerve lesions. Early operation in such cases is 
imperative because regeneration can take place in 
these fibers if they are carefully approximated. 

At the level of the twelfth dorsal vertebra a 
lesion may involve the nerve filaments which pass 
down from higher levels after emergence from the 
cord proper but before emergence from the vertebral 
foramina. Even when the cord is injured beyond 
repair at this level, these nerve roots should be 
repaired because they come from the uninjured part 
of the cord higher up. 

When patients with cord injuries are able to sit 
up they should not be treated as permanent invalids, 
but should be encouraged to take up some occupa- 
tion which they can do with their hands even though 
they must stay in a wheel chair. 

WitiraM A. Crark, M.D. 


Hitzrot, J. M.: Fracture of the Femur. Am. J. 


Surg., 1927, ii, 28. 

The location of fractures of the femur and their 
treatment differ with the age of the patient. From 
birth up to the twelfth year of age, fractures of the 
shaft are common and are well treated by traction. 
Between the ages of 15 and 40 years a good function- 
al rather than a good anatomical result is the de- 
sideratum. In many cases traction may be relied 
upon, but when the surgeon is expert, open reduction 
is to be preferred in selected cases. After the age of 
40 years operation should be reserved for exceptional 
cases. In this age group fractures usually occur in 
the neck or trochanteric region, and fixation in 
plaster is the treatment of choice. For fractures of 
the neck of the femur, abduction according to 
Whitman’s technique should be used. 

W. P. Biount, M.D. 


West, = K.: Fractures of the Shaft of the Femur. 
JA m. M. Ass., 1927, \xxxviii, 219. 


Fractures of the shaft of the femur are generally 
being treated by the closed method with particular 
attention to union, length, alignment, apposition, 
and the resulting condition of the adjacent joints. 

The methods employed are the use of Buck’s 
extension, Thomas’ splint, Hodgen’s splint, and the 
plaster cast. 

West advocates the combined use of the plaster 
spica and adhesive weight traction, especially in 
fractures above the lower third and in children 
between 6 and 18 years of age. 

ELVEN J. BerKnetser, M.D. 


Higgs, S. L.: The Treatment and Results of 
Fractures of the Upper End of the Femur in 
Adults (Excluding the Shaft). Proc. Roy. Soc. 
Med., Lond., 1927, Xx, 441. 


Fractures of the upper end of the femur, excluding 
those of the neck proper, unite readily. Ordinary 
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extension methods such as those used in fractures 
of the shaft are satisfactory. 

Fractures of the femoral neck must be treated on 
entirely different lines. Ordinary extension methods 
are useless. The method of wide abduction with 
fixation in plaster should be adopted as a routine 
measure. No special skill or operating facility is 
necessary, but an appreciation of the anatomy of the 
fracture and familiarity with plaster-of-Paris tech- 
nique are essential. The majority of cases so 
treated result in firm bony union, irrespective of the 
patient’s age. ‘The insertion of a bone graft to 
afford additional fixation may produce more good 
results, but as this is a highly specialized operation 
it cannot be of general application. 

In cases of ununited fractures of the femoral neck, 
operative treatment is advisable if the general con- 
dition will permit. The nature of the operation will 
depend upon the degree of absorption of the neck 
and the condition of the articular surfaces. Re- 
freshening of the fractured surfaces, with or without 
the insertion of a bone graft, is indicated when the 


antomy of the hip joint can be restored. In other 
cases, reconstructive operations will restore the 
stability to the joint and give relief from pain. 

Hucu E. Conwett, M.D. 


Gilcreest, E. L.: Fractures of the Ankle Joint and 
of the Lower End of the Tibia and Fibula. 
J. Am. M. Ass., 1927, \xxxviii, 223. 


The object of treatment should be to expedite 
complete recovery of function by: (1) proper align- 
ment of the main fragments of the tibia so that the 
flat bearing-surfaces of the tibia and astragalus are 
horizontal and parallel, and (2) the application of 
sufficient traction with the foot at a right angle. 

Reduction should be effected immediately under 
general anesthesia and the limb immobilized in 
plaster extending well up on the thigh. If this 
method proves ineffectual, an open operation should 
be performed early. 

When the patient begins to bear weight, the 
fracture should be protected for a few weeks. 

ELVEN J. BERKHEISER, M.D, 
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BLOOD VESSELS 
Lister, W. A.: A Statistical Investigation into the 
Causation of Pulmonary Embolism Following 
Operation: Suggested Predisposing Causes: 
Results of the Investigation. Lancet, 1927, ccxii, 

This study of the cause of pulmonary embolism 
is based on 195 cases following operation and 
twelve cases following fracture of the femur. The 
findings indicate that the most important factors 
favoring postoperative embolism are age, an in- 
cision through the anterior abdominal wall, and 
fracture of the femur. 

Efficient venous circulation requires free muscular 
action and well-balanced respiration, both costal 
and diaphragmatic. Measures should be directed 
toward the restoration of these functions as soon 
as possible after operation. Mere R. Hoon, M.D. 


Sattler, J.: Aneurism After a Gunshot Injury of 
the External Iliac Artery (Ancurysma nach Schuss 
an der Arteria iliaca externa). Gyégydszat, 1926, Ixvi, 
932. 

The author reports the case of a man 34 years of 
age who sustained a gunshot wound eleven years 
ago. The point of entrance of the bullet was behind 
and below the right gluteus. At the point of exit in 
the upper third of the thigh there is a star-shaped 
scar 15 cm. long. A comminuted fracture of the 
femur has healed with 8 cm. of shortening. Cor- 
responding to the course of the artery, there can be 
felt, 6 cm. below Poupart’s ligament, a swelling with 
pulsation, a thrill, and typical auscultatory findings. 
The swelling and pulsation can be noted also on the 
abdomen up to within 5 cm. of the umbilicus. 

Sattler assumes that an originally spurious trau- 


matic aneurism has been changed into a true . 


aneurism by the circulatory disturbances and pro- 
gressive weakening of the wall of the injured artery. 
As the patient has been able to carry on his work with 
this condition for eleven years, he does not advise 
operation, but he has told the patient that im- 
mediate operation will be necessary if signs of an 
exacerbation are ever noted. Makar (Z). 


Hare, H. A.: Wiring with Electrolysis in Saccular 
Aneurism. J. Am. M. Ass., 1927, \xxxviii, 230. 


Hare reports two cases of aneurism of the thoracic 
aorta which were treated by wiring and electrolysis. 
Thirty-six such operations have been performed. 
The technique is described in detail and the necessity 
of using a particular platinum-gold-silver wire is 
emphasized. “The chief advantage of this procedure 
is the marked relief of the pain it affords. If the 
wire is well placed, at least a temporary arrest of the 
growth results. J. Frank Doucaty, M.D. 
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BLOOD; TRANSFUSION 


Conner, H. M.: Gentian Violet and Acriviolet in 
Pernicious Anemia. Med. J. & Rec., 1927, 
CXXV, 9. 


Conner has been using gentian violet, sometimes 
combined with acriviolet, in a series of cases of 
pernicious anamia. In eighteen of them the treat- 
ment had been continued long enough to justify 
conclusions as to its efficacy. In all, the treatment 
was begun from eleven to six months before the 
report was made. In some, the treatment was cut 
short by adverse symptoms such as nausea and 
vomiting or by failure of the patient to co-operate. 

The method of administration is described. The 
solubility of gentian violet in the presence of gastric 
or duodenal secretions was investigated experimen- 
tally; the dye was not precipitated. Other methods 
of treatment were carried out at the same time; the 
patient remained in bed and a suitable diet was 
prescribed, but liver was not given in large quan- 
tities. 

The results, which are given in tabular form, 
indicate that in most cases improvement was main- 
tained after the dismissal of the patient; in most 
cases it was marked and in some it was striking. 
The author is quite sensible of the hazards of 
judging the results of the treatment of pernicious 
anemia. In his series of cases the length of remis- 
sions, if such they turn out to be, was unusual even 
for pernicious anemia. He believes it may be more 
than a coincidence, but is of the opinion that he is 
not justified in drawing conclusions from such a 
small series of cases. 


LYMPH VESSELS AND GLANDS 


Evans, W. A., and Leucutia, T.: Roentgen-Ray 
Treatment of Lesions of the Lymphoid Tissue. 
Am. J. Roentgenol., 1927, xvii, 54. 


Lymphatic elements and their derivatives are very 
sensitive to irradiation. This is true of both the 
circulating elements and those that make up the 
lymphoid centers. Small doses of the roentgen-rays 
cause stimulation, while large doses cause rapid 
destruction. Following destruction, there is great 
regenerative and recuperative power. In order to 
understand the indications for the two doses, it 
must be borne in mind that there are two biological 
reactions to the roentgen rays—the direct destruc- 
tive action on the lymphocyte and the indirect 
reaction which may be called the immunization 
process. The two factors concerned in this process 
are: (1) the antibodies of the organism produced or 
stimulated by the action of substances liberated 
from destroyed pathological cells; and (2) the 
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lymphocyte stimulated to overaction by different 
biological, chemical, and physical agents. 

The authors divide lesions of the lymphoid tissue 
into three main groups; the inflammatory, the neo- 
plastic, and conditions occupying an intermediate 
position between these two. 

In acute and subacute lymphadenitis following 
coccus infections, irradiation is probably second in 
importance to surgery. Only about 10 to 15 per 
cent of the skin unit dose is given. Rays of a short 
wave length are used. Rapid improvement and cure 
follow one treatment in about one-third of the cases. 
In the others, the treatments are repeated at weekly 
intervals. Rarely are more than three treatments 
required. To reduce the lymphic hyperplasia pro- 
duced by long-standing inflammatory processes 
(chronic lymphadenitis) larger doses are necessary. 
From 50 to 70 per cent of the skin unit dose is 
employed; this is not repeated within six weeks. 
The recession of the glands is slow, but in no case 
has it been necessary to give more than two treat- 
ments. 

In the treatment of tuberculous granulomata, 
irradiation is preferable to all other methods. The 
dose is a small one (from 15 to 40 per cent). More 
than 40 per cent of the skin unit dose may be 
harmful. Rays of medium wave length are used for 
the superficial glands, and rays of short wave length 
for the deep glands. 

The tubercle bacillus may cause also a hyper- 
plastic lymphadenitis in which the proliferation is 
mainly of the reticulo-endothelial cells. The histo- 
logical structure in this condition is similar to that 
in Hodgkin’s disease, and in the roentgen treatment 
the same technique as that used for Hodgkin’s 
disease is employed. 

The roentgen treatment of other chronic inflam- 
mations of the lymph nodes, such as actinomycosis, 
is based on the same principles as that of tuber- 
culosis. 

According to the radiosensitivity, the other lesions 
of the lymphoid tissue are divided into: (1) prolifera- 
tions of the lymphatic cell elements such as lym- 
phatic leukemia, pseudoleukamia, leucosarcoma, 
and lymphosarcoma, and (2) proliferations of the 
reticulo-endothelial cell elements, such as Hodgkin’s 
disease, Hodgkin’s sarcoma, and reticulum cell sar- 
coma. This division corresponds to the histo- 
pathological distinctions. In the treatment of these 
conditions, the irradiation should be as generalized 
as possible and rays of high penetrability (short 
wave lengths) should be used. In the first group, 
from 60 to 70 per cent of the skin unit dose will 
suffice, while in the second group, the dose must be 
increased to go per cent. 

Eleven cases of acute lymphatic leukemia were 
treated, but whatever the technique of exposure, 
there was no evidence of any improvement. In 
chronic lymphatic leukemia, the treatment is in- 
fluenced by the authors’ belief that chronic lym- 
phatic leukamia is an involvement of the bone 
marrow by a lymphosarcomatous process (leuco- 


sarcoma), and that the spleen exerts some protective 
action. To stimulate the protective action, small 
doses of roentgen rays of long wave lengths are first 
used over the spleen. These are followed after from 
six to eight weeks by intensive destructive irradiation 
of short wave lengths directed to the involved areas 
—the lymph glands, abdominal organs, and long 
bones—one area being treated a day, with daily 
blood counts, until a normal balance of lymphocytes 
is re-established. Occasional stimulative irradiations 
over the spleen will then usualiy keep the patient 
comfortable and able to perform his work for years. 
Sooner or later there develops a severe anemia which 
does not respond to treatment. 

The close relationship, if not identity, of pseudo- 
leukemia with chronic lymphatic leukemia indicates 
the same method of treatment for both conditions. 
Stimulative doses of irradiation over the spleen and 
destructive doses over the bone marrow are omitted 
because of the negative blood findings. Irradiation 
(40 to 50 per cent of short wave length rays) is given 
to the lymphatic system and the abdominal organs. 

Whether a lymphosarcoma belongs to the localized 
or diffuse type is of only pathological interest. From 
the point of view of irradiation therapy, they must 
be considered generalized. The irradiation is given 
over the entire lymphatic system and abdominal 
organs. Asa rule, a dose of 70 per cent of the skin 
unit dose will cause all of the tumors to disappear 
within ten days. Manifest lesions are re-irradiated 
within three months. Life is prolonged, but ap- 
parently there are no cures. 

Large round cell sarcoma or reticulum cell sar- 
coma resembles lympho-sarcoma clinically, but dif- 
fers in its microscopic appearance and response to 
irradiation. It does not disappear within ten days, 
and it requires a dose of go per cent of the skin unit 
dose. It has a greater tendency to recur than 
lymphosarcoma, and its prognosis is less favorable. 

The authors believe that Hodgkin’s disease and 
Hodgkin’s sarcoma are separate and distinct en- 
tities. The chief differential sign between these two 
and other lymphoid tumors is that Hodgkin’s dis- 
ease and Hodgkin’s sarcoma never show trans- 
formation into anything resembling a typical mono- 
phasic lymphatic proliferative process. Although 
in Hodgkin’s disease there is an early stage of 
lymphatic hyperplasia during which the condition 
is more radiosensitive and a cure may be obtained, 
proliferation of the reticulo-endothelial cells and 
their derivatives usually predominates when the 
patients present themselves for treatment. The 
greater resistance of these cases to irradiation makes 
the prognosis more grave and only palliation can be 
expected. Therefore smaller doses with less pene- 
trating rays are indicated. The intensive roentgen 
therapy does not prolong the average duration of 
life and may be followed by severe blood changes. 

Statistical results of the different methods of 
irradiation therapy are given which seem to favor 
the method employed by the authors. 

Cuar.es H. Heacock, M.D. 
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Desjardins, A. U.: The Rationale of Radiotherapy 
in Hodgkin’s Disease and Lymphosarcoma. 
Am. J. Roentgenol., 1927, xvii, 232. 

The lymphoblastomata include a group of diseases 
of the lymphatic glands which resemble one another 
in many respects and have as their most prominent 
feature a generalized, relatively painless adenopathy. 
Most important of these conditions are Hodgkin’s 
lymphoblastoma and the leukemias. No effective 
treatment other than irradiation has been found, 
and even under irradiation, these diseases have a 
tendency to progress to a fatal issue sooner or later. 
Radiotherapy, however, offers definite temporary 
relief for a variable period and has a marked effect 
on the adenopathy, rapidly melting away even large 
gland masses which are visible, palpable, or dis- 
closed by roentgenography of the chest. However, 
such roentgen-ray treatment seems inadequate to 
prevent the ultimate collapse from what appears 
to be the systemic, as contrasted with the localized, 
element of the disease. 

According to the author’s experience, roentgen- 
ray treatment given at medium voltage, at least at 
first, is usually more efficacious than that given at 
high voltage. All of the gland areas of the body, 
whether involved or not, should be irradiated. 
Desjardins treats the neck, the mediastinum, the 


axilla, and the inguinal and paravertebral gland 
groups through large portals of entry, giving a sub- 
erythema dose through each portal at 135 kv. and 
using a 4- to 6- mm. aluminum filter. This treatment 
must usually be repeated from one to four times at 
intervals of from three to six weeks, depending upon 
the patient’s condition. Thereafter, a close watch 
must be kept of the patient for evidence of recurrent 
activity. 

The glands show little or no tendency to enlarge 
later when adequate treatment is given from the out- 
set, but the patient eventually succumbs, apparently 
from involvement or exhaustion of the blood-form- 
ing elements of the bone marrow. 

In certain cases with urgent symptoms, such as 
marked dyspnoea or dysphagia from mechanical 
obstruction by large masses of enlarged lymph 
nodes in the neck or extreme mediastinal adenop- 
athy, the use of radium or high-voltage roentgen- 
rays must be resorted to in order to relieve a desper- 
ate condition as rapidly as possible Otherwise, 
radium and short wave-length roentgen-rays should 
be reserved for the late stages of the disease, after 
treatment with roentgen-rays of medium wave- 
length is no longer effective. 

The author cites four cases showing the reaction 
at different stages of the disease. 


( 
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Lasch, F., and Neumayer, K.: The Resorption of 
Calcium After Its Oral Administration (Ueber 
die Resorption von Calcium bei peroraler Ver- 
abreichung). Biochem. Zischr., 1926, clxxiv, 333. 


In order to determine whether, and under what 
conditions, calcium is absorbed from the gastro- 
intestinal tract, the authors carried out feeding ex- 

riments on carnivora (cats and dogs) and a few 

uman beings. In all cases the calcium content of 
the blood serum was first determined under fasting 
conditions. A measured amount of calcium was 
then administered and determinations of the blood 
calcium were again made. The technique of de 
Waard was used. 

In all of the experiments there was an increase 
in the calcium in the blood. The maximal increase 
was reached after from thirty to sixty minutes and 
the low point was reached after about seven hours. 

Bock (G.) 


Mason, E. H.: The Pre-Operative Preparation of 
the Diabetic Patient, with a Discussion of 
So-Called Diabetic Gangrene. Canadian M. 
Ass. J., 1927, xvii, 23. 


Most diabetics who develop surgical complica- 
tions peculiar to their diabetic state may be classified 
in one of two groups: (1) young persons who fail to 
live up to a strict dietetic régime, and (2) persons 
over 50 years of age who have a low-grade diabetic 
condition of at least several years’ standing which 
has never been considered serious, and those who 
break their diet, thereby allowing themselves to 
have a persistent hyperglycemia. Unfortunately 
the majority of the major surgical complications 
develop in patients of the first type in Group 2, and 
in these the most important complication is gan- 
grene. 

On the day of the operation the diabetic patient 
should have a good fluid balance, some glycogen 
reserve, no ketosis, and an approximately normal 
blood sugar. Mason believes that immediately pre- 
ceding the operation it is wise to administer an 
additional ro units of insulin. 

The anesthetic employed is of considerable im- 
portance. In Mason’s opinion chloroform is to be 
avoided always, and ether if possible. Nitrous oxide 
and oxygen or a local anesthetic is best. Following 
ether anesthesia in a case of diabetes 5 per cent 
carbon dioxide in oxygen or air should be inhaled 
until, by the increased pulmonary ventilation, all 
of the ether has been removed from the tissues. 

The postoperative complication of vomiting is 
especially to be guarded against. If nausea persists, 


gastric lavage should be done before vomiting be- 

gins. When vomiting is once well established it 

causes rapid dehydration, converting a mild ketosis 

into a severe one. The postoperative diet should be 

gauged according to the carbohydrate tolerance of 

= patient. At first it should be a fluid or a soft 
iet. 

It is the general opinion today that the nature of 
the arterial alteration in diabetic gangrene is the 
same as that in arteriosclerotic gangrene. Insulin 
per se will not alter the vascular change. By strict 
control of the diabetic state and daily attention to 
the local condition a great deal can be accomplished 
and many limbs saved. Since the introduction of 
the quartz mercury-vapor lamp for local exposures, 
better results have been obtained. 

Jacos S. Grove, M.D. 


MacLean, H.: The Use of Insulin in Surgical Op- 
erations. Proc. Roy. Soc. Med., Lond., 1927, xx, 
309. 

The author gives a detailed account of the 
physiological chemistry of acidosis according to the 
work of Van Slyke. He believes that ketosis is the 
condition that must be combated in patients com- 
ing to operation. The chief conditions leading to 
the development of ketosis are diabetes, starvation, 
anesthesia, and surgical shock. In a normal person 
the ketone bodies are successfully broken down dur- 
ing metabolism whereas in the conditions mentioned 
they are broken down with difficulty. When the 
metabolism is normal, oxybutyric acid and diacetic 
acid will be oxidized if there is available sugar, 
either stored or supplied. 

The diabetic patient should not be starved before 
operation to render him sugar-free since during the 
process of starvation there is a depletion of the 
glycogen reserve in the liver and tissues which 
favors ketosis. The degree of ketosis is determined 
by the presence of acetone in the urine. In the pre- 
operative treatment insulin should be given until 
the urine is free from ketone bodies. It may be 
necessary to give additional sugar to prevent 
insulin reactions. The diet is of less importance so 
long as the patient receives enough sugar to keep up 
the glycogen reserve and enough insulin to control 
the ketosis. After operation ketosis develops more 
rapidly and insulin must be pushed and sugar given 
either by rectum or intravenously until the urine 
remains free from ketone bodies. 

In the absence of diabetes, a considerable degree 
of ketosis may be caused by anesthesia, surgical 
shock, and pre-operative starvation. Ketosis may be 
mistaken for surgical shock. In experiments upon 
himself, Goldblatt produced a ketosis after forty 
hours of starvation. When he took 50 gm. of 
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sugar the ketosis cleared up in an hour. On another 
occasion, when he took 20 gm. of sodium bicarbonate 
instead of sugar, the ketosis lasted eight hours. 
Later he tried 20 units of insulin with 50 gm. of 
glucose but this did not hasten the disappearance of 
the ketosis. 

From these observations it appears that the 
treatment for ketosis in a non-diabetic patient 
should be the administration of sugar. In cases of 
vomiting, ketosis develops rather quickly and 
should be treated by the administration of glucose 
intravenously or by rectum. It is possible, however, 
that when ketosis is encountered in the absence of 
diabetes insulin may help if the acidosis does not 
clear up. 

In conclusion the author states that the diabetic 
patient who must undergo a surgical operation has 
nearly as good a chance as the non-diabetic patient 
if ketosis is prevented by the judicious use of insulin 
correlated with the diet. 

In the discussion of this report CARLTON called 
attention to the value of blood transfusion in the 
acidosis of infants. He prefers to give glucose intra- 
venously rather than by rectum. As he has obtained 
good results with glucose in the toxemia of acute 
peritonitis and severe burns he believes that such 
toxemias may be due to acidosis. 

Evans discussed the rise in the blood sugar under 
anesthesia, saying that in some of his experiments 
he found that ether caused a sharp rise to about 
0.18 mgm. per cent and chloroform a more gradual 
rise to about 0.14 mgm. per cent. 

LAWRENCE said that he avoids chloroform on 
account of its toxic effect on the liver cells. He has 
found that ether and nitrous oxide oxygen have as 
an immediate effect an increase in the blood sugar, 
and as an after-effect a decrease in the carbohydrate 
tolerance and an increase in the insulin requirement. 

In closing the discussion the author stated that 
in his opinion the interference in oxidation during 
anaesthesia is the cause of the rise in the blood sugar. 
In many cases of toxemia there is an acidosis in the 
sense of a decrease in the sodium bicarbonate content 
of the blood plasma, but a ketosis is not necessarily 
present unless there is very marked debility or a 
metabolic disturbance. 

J. Epwin Krrxpatrick, M.D. 


Case, J. T.: Physiotherapy in the Postoperative 
Management of Surgical Cases. Bull. Battle 
Creek Sanit. & Hosp. Clin., Battle Creek, Michigan, 
1927, xxii, 46. 

Case discusses various physiotherapeutic methods 
which he states contribute to the comfort of patients 
who have been operated upon, including those who 
have been subjected to thoracic, abdominal, and 
pelvic operations. 

The application of cold compresses over the chest 
during the operation lessens the amount of an- 
zsthetic inhaled and enhances the efficiency of the 
lessened amount by producing deeper breathing and 
thereby increasing the volume of tidal air. The 


colon clyster serves the two-fold purpose of: (1) 
distending the rectum and lower colon, filling the 
true pelvis, and preventing the entry into it of loops 
of small bowel which might otherwise be crowded 
down and become adherent, and (2) introducing 
3 or 4 pts. of fluid for absorption. 

As soon as the patient has been returned to bed, 
heat should be applied with a blanket wrung out of 
hot water, large fomentations, the electric thermo- 
phore blanket, or a radiant heat device. As soon as 
the skin is well warmed, a cold towel rub or mit- 
ten friction should be quickly applied to the entire 
surface of the body not covered by the wound dress- 
ing. This improves vascular tension and stimulates 
contraction of the peripheral blood vessels, thus 
combating shock. The application of heat over the 
wound by means of the photophore or the hot water 
bag or hot sandbag laid against the parts near the 
wound alleviates pain and allays restlessness. 
Irritability and sleeplessness have yielded to the 
application of a fomentation over the spine, to 
radiant heat, and even to hot foot bath. Bodily 
vigor may be improved by the cold mitten friction 
with the use of cool rather than cold water. 

In the treatment of postoperative colonic stasis 
various hydriatic and massage measures are of value. 
Nausea may be effectively controlled in some cases 
by the application of a hot water bag over the 
epigastrium and a moist girdle. Diathermic applica- 
tions over the operative field as soon as the wound 
has healed are said to promote more rapid healing 
and provide earlier freedom from stiffness and 
distress in the region of the incision. The sun-bath 
or some substitute for it is another valuable adjunct. 
Simple bed exercises such as deep _ breathing, 
flexion of the fingers and toes, increased gradually 
to include the arm and leg, arm raising, leg raising, 
turning in bed, etc., combat pulmonary stasis, loss 
of vascular tone, muscular weakness, and intestinal 
stasis. To patients confined to bed for a long time, 
automatic exercise is given by electrical stimulation 
of the larger groups of muscles. 

The author does not minimize the value of such 
measures as blood transfusion, the infusion of saline 
solution, the administration of sedative and stimu- 
lating drugs, etc., but offers the methods described 
as adjuncts in a therapeutic régime devised to give 
the patient the greatest possible comfort. 

Jacos M. Mora, M.D. 


Freeman, L.: The Cause of Postoperative Rupture 
of Abdominal Incisions. Arch. Surg., 1927, xiv, 
600. 

Heretofore the postoperative rupture of abdom- 
inal incisions has usually been attributed to the 
giving way of the sutures, unusual strains, infection 
of the wound, failure of the healing process (pre- 
disposition, age, disease, etc.), or the formation of a 
hematoma. 

In experiments on dogs, conducted under the di- 
rection of Mills, fifteen laparotomies were done and 
the incisions closed in the usual manner in layers 
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with chromic catgut. In each instance a tongue of 
omentum was brought into the wound between the 
muscles but beneath the united fascia. In a number 
of instances there was failure of union. 

Freeman offers as an explanation for the postop- 
erative rupture of abdominal wounds the hypothesis 
that it often results from inadequate closure of the 
peritoneum. The omentum, and occasionally the 
bowel, forces itself between the loose stitches and in 
swelling acts as an expanding wedge which forces 
the tissues apart and prevents proper union, the 
process being aided by serous exudation or perhaps 
suppuration A rupture may then be precipitated 
by the strain of vomiting or distention, especially 
when the fascia is involved. Massive adhesions and 
many postoperative herniz are similarly explained 
by subcutaneous wound rupture which is more com- 
mon than complete rupture. 

If we assume that postoperative ruptures occur 
from within outward, and not from without inward, 
and that the wedging of the omentum through a gap 
in the peritoneal] suture line is an important factor, it 
is evident that the danger can be lessened by greater 
care in the closing of the peritoneum. If interrupted 
sutures are used they should be placed very close to- 
gether. If arunning stitch is employed, the spacing 
should be short and the stitch pulled tightly and fre- 
quently backstitched and locked. 

Emit C. Rositsuek, M.D. 


Jalcowitz, A., and Starlinger, F.: Postoperative 
Susceptibility to Tetany (Die postoperative 
Krampfbereitschaft). Arch.f. klin. Chir., 1926, cxl, 43. 

Since a number of factors may cause variations 
in the ion equilibrium of the body, it is logical to 
assume that these act also in association with the 
effects of surgical operations and thereby favor the 
occurrence of postoperative parathyroprival tetany. 
The authors attempted to solve this problem: (1) 
by testing the irritability of the facial and ulnar 
nerves, at first by both galvanic and faradic currents, 
and later by the faradic current alone with the use 
of an indifferent electrode 10 cm. square and a but- 
ton-shaped active electrode with interrupter, and 
(2) by determining the hydrogen-ion concentration 
of the urine by a simplification of the Michaelis 
method, with indicators of a single color, and the 
carbon-dioxide combining power of the blood 
plasma by the Rohonyi method. 

Three types of irritability were found. The first 
type, which was noted as a rule following minor 
surgical operations, showed no increase. In the 
second type the graph showed an irregularity with 
its highest point between the first and fourth days. 
This type occurred as a rule following operations of 
moderate severity. In the third type there was a 
second rise equal to, or somewhat lower than, the 
first rise, which occurred between the seventh and 
ninth days. This type was found following severe 
operative procedures with marked loss of blood. 

In general, a postoperative increase in irritability 
occurs in 73 per cent of cases, 87.5 per cent of which 


are cases of operations near the thyroid region and 
64.3 per cent cases of operations in other regions. 
The corresponding figures of Melchior and Noth- 
mann are 85 per cent and 22 to 30 per cent. The 
mental make-up of the patient seem to be an im- 
portant factor. The irritability decreases with age. 

The carbon-dioxide combining power indicates, in 
cases of postoperative irritabliity, a marked increase 
in the alkali reserve of the blood. The hydrogen-ion 
concentration alone shows with considerable reg- 
ularity a more or less marked decrease in the hydro- 
gen exponents and therefore an increase in the 
concentration on the first day following the opera- 
tion. This is surprising since, because of the loss of 
blood, narcosis, vomiting, and shock, an increase in 
the alkalinity of the urine would be ‘expected. Ap- 
parently it is to be attributed to the patient’s absti- 
nence from food and the administration of morphine 
which tends to raise the hydrogen-ion concentra- 

tion. On the basis of the carbon-dioxide combining 

power, the increased alkalinity of the urine may 
be attributed to the increased alkalinity of the 
blood. This is indicated also by the increase of 
irritability of the neuromuscular apparatus in cases 
of increased alkalosis of the blood. Why the in- 
creased irritability so often appears later than the 
increase in the hydrogen-ion concentration is not 
known. In five cases of the third type the Chvostek 
sign was positive. 

It appears probable from these studies that the 
occurrence of postoperative tetany is favored when, 
to the general postoperative susceptibility to spasm, 
there is added an injury to the parathyroid bodies. 
Therefore, in the treatment, the administration of 
acids is to be considered in addition to parathyroid 
transplantation. VoLKMANN (Z). 


Vogt, E.: Intravenous Infusion of Pituitrin-Saline 
Solution in the Treatment of Postoperative 
Intestinal Paralysis (Die intravenoese Hypophy- 
sin-Kochsalzinfusion zur Behandlung der posto 
rativen Darmlaehmung). Muenchen. med. Wehnschr 
1926, xxiii, 1509. 

Since 1913, the author has used the method of 
treatment described in this article in eighty-one 
cases of postoperative intestinal paralysie. 

Under ethyl chloride or, better, local anasthesia, 
the ulnar vein is exposed and under moderate stasis 
a blunt cannula is inserted with the aid of a sound. 
The infusion apparatus is completely freed of air in 
order that the fluid will flow out in a continuous 
stream. The container used is made like a thermos 
bottle so that the fluid will remain warm. After the 
introduction of the needle, from 50 to 100 c.cm. 
of normal saline solution is permitted to flow out 
first and then four or five ampoules of pituitrin are 
added, averaging 1 c.cm. of the latter to 500 c.cm. 
of the saline solution. Throughout the infusion, the 
patient’s — respiration, appearance, and condi- 
tion are closely observed. 

In favorable cases the skin becomes pale and 
the features pinched, the eyes protrude, the pulse 
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becomes fuller, and the blood pressure increases, but 
all of these phenomena soon disappear. However, if 
there is a sense of constriction in the chest, dyspnoea, 
or retching, the infusion must be stopped or contin- 
ued only very slowly and the heart stimulated. From 
five to seven minutes after the first vasomotor re- 
action, peristalsis begins with emptying of the 
bowels and great relief. After forty-eight hours at 
the latest, the cannula is removed from the vein. 

When the vasomotor reaction does not occur 
promptly, one or two more ampoules of pituitrin 
are added to the solution until possibly a total of 
eight ampoules have been added. 

When peristalsis fails to occur even after gentle 
massage and the application of heat, the introduction 
of a well-lubricated rectal tube may prove effective. 
When this fails, the author repeats the pituitrin in- 
fusion after a period of twelve hours although with 
each repetition the danger is very greatly increased. 
In quite refractory cases, 1 or 2 c.cm. of practically 
undiluted pituitrin is injected intravenously as near 
the infusion needle as possible. 

In peritonitis, the first measure is gastric lavage, 
at the end of which 2 tablespoonfuls of castor oil are 
left in the stomach. When the patient has re- 
covered from this procedure the infusion treatment 
is given. When, after improvement, there is a re- 
lapse, the procedure may be repeated twice with 
hopes of ultimate success. 

As an accompanying phenomenon, rigor is no 
cause for a pessimistic prognosis. The author has 
never known of the occurrence of thrombosis or 
embolism in such cases. Successful results with the 
method rule out mechanical obstruction of the in- 
testine. The pituitrin works like adrenalin but its 
action is slower and more lasting. The normal saline 
solution dilutes the toxins in the blood, and the 
detoxication is helped by the sweating. Digitalis 
and insulin may also be used. 

This method was used when, with the usual 
methods, there had been no bowel movement for 
three or four days after operation. It is noteworthy 
that all laparotomies were performed with lumbar 
anwsthesia and, except in those for carcinoma, there 
was no drainage of the pouch of Douglas. Proc- 
toclysis and heat to the abdomen were used fre- 
quently. On the second day, enemas of camomile 
tea or soap-and-senna solution, or possibly also of 
milk and molasses, oil enemas, or high colonic 
flushings with the addition of turpentine to the 
solution were given. Breathing exercises and 
changes of position help the action of glycerin ene- 
mas. The rectal tube, sennatin, peristaltin, physos- 
tigmine, and pituitrin injections may be efficacious. 
When all such measures fail, the method described 
should be tried as there are practically no contra- 
indications to it, and special care is necessary only 
in the presence of heart and vascular changes. 

Of eighty-eight patients whose condition was very 
serious, the lives of eighteen were saved. Several 
reports in surgical journals show the value of the 
method. Bivz (G). 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Kellogg, J. H.: Biological Antisepsis. Am. J. Surg., 
1926, i, 249; Bull. Battle Creek Sanit. & Hosp. Clin., 
Battle Creek, Michigan, 1927, xxii, 1. 


The author defines biological antisepsis as the 
substitution of harmless, protective bacteria for 
pernicious, pathogenic organisms. This is accom- 
plished by supplying suitable carbohydrate to the 
exposed, infected surfaces, and is based on the fact 
that aciduric bacteria possess the unusual property 
of growing in fermentation media of a degree of 
acidity incompatible with the development of all 
other known bacteria. 

The effects are two-fold: first, the concentrated, 
highly soluble carbohydrate causes an outflow of 
serum or lymph from the denuded tissues; second, 
the carbohydrates applied render impossible the 
development of putrefactive or pathogenic species 
of bacteria, and, being non-toxic, do not in the least 
interfere with natural healing processes. Kellogg 
summarizes as follows: 

1. Biological antisepsis is the natural method of 
combating sepsis. 

2. Its underlying principle is prophylaxis—the 
prevention of the development of putrefactive and 
pathogenic organisms by the maintenance of a 
vigorous growth of aciduric organisms. 

3. It has been demonstrated by bacteriological 
experts that certain carbohydrates render invaluable 
aid in creating and maintaining the conditions most 
favorable for the defence of the organism from 
pathogenic bacteria. 

4. The best carbohydrates for this purpose are 
lactose and dextrin so blended as to make a smooth 
and adhesive magma when water is added in the 
right proportions. This combination makes a simple 
but most effective biological antiseptic. 

5. Biological antisepsis is of equal value in in- 
ternal and external conditions, and has been used 
with success in offensive, discharging wounds and 
sores, varicose ulcers, operation wounds, colostomy 
wounds, pruritus vulve and ani, proctitis and colitis, 
and skin and scalp affections. It has been found 
of value also in gynecological and obstetrical 
practice. Jacos M. Mora, M.D. 


Boggon, R. H.: Four Cases of Anthrax Treated with 
Sclavo’s Serum. Lancet, 1927, ccxii, 435. 


The author reports four cases of anthrax treated 
with Sclavo’s serum injected subcutaneously into 
the loins or over the glutei. The dose in the first 
case was 20 c.cm. a day. The patient recovered. 

No surgery was contemplated as all of the pa- 
tients reacted well to the serum. The largest total 
dose was 110 c.cm. The sores required a long time 
to heal over completely although no anthrax bacilli 
were present. In localized lesions of anthrax radical 
extirpation of the pustule gives results more quickly, 
but the serum is indicated in the intestinal and lung 
cases. Howarp A. McKnicut, M.D. 
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ANZSTHESIA 


Dimlich, H. K.: Nitrous Oxide and Oxygen in the 
Poor Surgical Risk: with Special Reference to 
Magnesium Sulphate, Morphine, and Novo- 
cain. Anes. & Anal., 1927, vi, 35. 

Harms, B. H.: The Preparation of the Dental 
Patient for Nitrous Oxide-Oxygen Anzsthesia: 
with Special Reference to the Pre-Operative 
Use of Orange Juice. Ancs. & Anal., 1927, vi, 


43- 

Ross, M. A.: Anzesthesia in the Head Specialties as 
Given at the University of Iowa. Ancs. & Anal., 
1927, vi, 46. 

Pickard, R. J.: The Administration of Ethylene- 
Oxygen Anesthesia. Anes. & Anal., 1927, vi, 51. 


Diuicu believes that nitrous oxide and oxygen 
combined with magnesium sulphate, morphine, and 
novocain is indicated and of proved value in cases 
which are poor surgical risks. He has noticed no 


deleterious effects from the preliminary medication. 
It gives greater relaxation and lessens postoperative 


in. 

Harms believes that most patients before opera- 
tion are to some degree acidotic, and that a large 
percentage of cases of postoperative nausea and 
depression are due to acidosis. He has found that 
the pre-operative administration of orange juice is a 
good preventive of nausea. 

Ross states that chloroform oxygen is as safe as 
any anesthetic when administered by a trained an- 
zsthetist, and is better than ether so far as postoper- 
ative complications—pneumonia, acidosis, gastric 
distress, etc.—are concerned. 

PicKARD states that ethylene oxygen anaesthesia 
is suited to all kinds of operative work. Cyanosis 
and excitement are absent. As ethylene is explosive, 
it must not be used in proximity to a flame or sparks. 

SAMUEL Kaun, M.D. 


MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Bloodgood, J. C.: Biopsy in the Diagnosis of 
Malignancy. South. M.J., 1927, xx, 18. 


In cases of small lesions and small tumors of the 
skin, complete radical excision should be the rule if 
it can be done without mutilation. The excision 
should be done with the cautery and the area 
thoroughly cauterized with some form of actual 
cautery. The diathermy knife is not sufficient. An 
immediately made frozen section should be followed 
by the complete operation if microscopic examina- 
tion reveals malignancy. 

Small, subepidermal, subcutaneous, subfascial, 
and intermuscular tumors not including parotid, 

thyroid, or breast tumors should be removed 

radically. Five per cent of wens of the scalp are 
malignant, and their shelling out is always a dan- 
gerous procedure. Myxoma may simulate lipoma. 
Without radical excision its recurrences have led 
to a fatal issue. Thirty-three per cent of recurrent 
sarcomata were apparently innocent lesions enu- 
cleated at the time of the first operation. Solid 
bursitis masquerades as a malignant tumor. If its 
radical removal means mutilation, biopsy should be 
performed first. 

In lesions of the lower lip where radical excision of 
a V-shaped piece can be performed, biopsy is not 
necessary. In cases in which a mutilating operation 
must be done, especially in those in which massive 
induration has been produced by cancer paste, the 
X-rays, radium, or fulguration, biopsy is indicated. 
The same rule applies to lesions of the tongue, gums, 
floor of the mouth, and oral cavity, biopsy depending 
on the extent of the mutilation necessary for radical 
excision. 

In all early lesions of the larynx, biopsy should be 
done and laryngectomy performed at once if malig- 
nancy is found. 

There is not sufficient evidence to estimate 
whether biopsy of sarcoma of bone increases the 
danger of metastasis. In the author’s opinion 
biopsy is least dangerous if it is performed under the 
protection of an Esmarch bandage. In his cases the 
tumor tissue is exposed with the electric cautery and 
the piece removed with the cautery or the knife. 
Immediate thermal cauterization of the wound 
follows. In addition, the wound is chemically 
cauterized with pure carbolic acid followed by 
alcohol, and a 50 per cent solution of zinc chloride is 
applied with saturated gauze. The zinc chloride may 
be left as a pack and the skin closed over it if the 
diagnosis is delayed for several hours. In some cases 
of bone lesions biopsy is essential since, in the early 
stages, traumatic and infectious ossifying periostitis 


are difficult to differentiate from sarcoma and un- 
necessary amputations may be prevented by im- 
mediate frozen sections properly interpreted. Biopsy 
is not justifiable, however, when the preservation 
of a functioning limb is impossible. 

In the diagnosis of sarcoma of bone, the examina- 
tion of fresh unfixed tissue, frozen and stained with 
polychrome-methylene blue, seems to be more cer- 
tain than that of tissues fixed by boiling in forma- 
lin and stained with hematoxylin-eosin. 

Whenever a periosteal or central bone tumor is 
explored myxoma must be borne in mind. When a 
myxoma is found it should be cauterized with a 
plumber’s soldering iron. It is easily recognized in 
the frozen section and is characterized grossly by 
the thick, tapioca-like fluid encountered or its 
resemblance to hyaline cartilage which cuts like 
cheese. 

In cases of breast tumor, benign lesions will not 
be subjected to a radical operation and early malig- 
nancy will not be treated by incomplete operation 
if an immediate diagnosis based on frozen sections 
is made a part of the operating room procedure. If 
an actual thermal and chemical cauterization is 
performed at the time of the biopsy it should not 
be dangerous provided the immediate complete 
operation is performed when the microscope reveals 
malignancy. In obtaining biopsy specimens of small 
tumors of the breast, excision of the whole tumor 
with the electric cautery is better than incising it. 

Other localities for biopsy are the cesophagus, 
rectum, and colon. The perineal prostatectomy 
offers a better opportunity for obtaining biopsy 
specimens and for radical removal if cancer is 
present than the suprapubic operation. In the 
abdomen, biopsy is of value to differentiate the 
nodules of tuberculosis from those of colloidal 
cancer. In cancer of the cervix and body of the 
uterus there should be no delay between biopsy and 
the radical operation. Lesions of lymph glands 
should be subjected to biopsy. 


In the diagnosis of tumors of the parotid gland. 


biopsy has not been helpful. Recurrences are too 
frequent. Radical removal should be performed. 
In the diagnosis of tumors of the thyroid gland 
biopsy is of doubtful value. Adenomata and cysts 
of the thyroid gland should be removed with a zone 
of thyroid tissue. 

The author concludes that incision into malignant 
areas without thermal or chemical cauterization 
and a technique for the prevention of contamination 
of the wound with malignant cells is associated with 
danger, and that the greater the interval of time 
between the exposure of the malignant tumor or 
biopsy. and its radical removal, the greater the 
danger. J. Epwin Kirkpatrick, M.D. 
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MISCELLANEOUS 95 


Montgomery, H.: Basal-Squamous-Cell Epithe- 
lioma. Proc. Staff Mectings Mayo Clinic, March 
16, 1927. 

The term ‘“‘basal-squamous-cell epithelioma” is 
used to designate the transitional forms that occur 
between basal-cell and squamous-cell epitheliomata. 
These forms occur frequently and their prognosis is 
more serious than that of basal-cell epitheliomata. 
The origin of basal-cell epitheliomata from the basal 
layer of the epidermis is said to be generally accepted. 

In its distribution and clinical appearance the 
basal-squamous-cell epithelioma is so similar to the 
basal-cell epithelioma that in 60 per cent of the cases 
it is undistinguishable clinically and a biopsy is 
necessary for a positive diagnosis. From 15 to 20 
per cent of the growths diagnosed clinically as 
basal-cell epitheliomata will prove to be of the 
transitional type. The microscopic picture is char- 
acterized by the presence of both basal cells and 
cells intermediary between basal and prickle cells, 
which are larger than the basal cells and have large 
lighter nuclei and imperfect intercellular bridges. 
Partial pearl formation may occur. 

In two of fifteen cases of basal-squamous-cell 
epitheliomata, metastases developed in the submax- 
illary region and a previous diagnosis of metastatic 
basal-cell epithelioma had been made. In 6,000 
epitheliomata, Broders found no basal-cell types 
that had metastasized. Therefore if metastasis 
occurs it is very rare. Practically all metastatic 
tumors reported as of the basal-cell type will prove 
to be of the transitional type. 

The transitional types are not necessarily the 
result of irradiation therapy. They have been found 
more or less radioresistant and require wide surgical 
excision. They may arise from mucous membranes 
as well as from the skin. They represent a meta- 
morphosis of basal-cell to squamous-cell epithelioma. 
They may metastasize as basal-squamous or as 
squamous epitheliomata. The prognosis must be 
guarded. On the basis of their degree of malignancy 
they belong between the second and third grades. 

James B. Brown, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Rosenow, E. C., and Nickel, A. C.: Treatment of 
Acute Poliomyelitis with Poliomyelitis Anti- 
streptococcus Serum: Results from 1921 to 
1925. Am. J. Dis. Child., 1927, xxxiii, 27. 


Rosenow and Nickel describe their method of 
culturing and selecting the strains of streptococcus 
for immunizing the horse against acute poliomyelitis, 
and their method of injecting the cultures into the 
animal. 

In the clinical cases reviewed the serum was in- 
jected intravenously or intramuscularly, since horse 
serum cannot be administered intraspinally. The 
dosage and number of injections were determined 
by the age of the patient, the nature and duration 
of the symptoms, and the effects of a previous 


injection. If the symptoms abated after the injec- 
tion, their subsequent recrudescence was considered 
to warrant repetition of the injection. The dosage 
for various ages is given and the technique of ad- 
ministration described. In children it is wise to 
repeat the injection even when symptoms do not 
re-appear. When, in the cases reviewed, paralysis 
appeared several days earlier and the serum in 
repeated doses had no effect upon it, the injections 
were discontinued when the pyrexia ceased. 

The results in 1,113 cases in which the serum was 
used are contrasted with those in 278 cases in which 
it was not given. The incidence of residual paralysis 
was much lower in the treated than in the control 
group, especially in the patients who received serum 
before or soon after the development of stight 
paralysis. The mortality rate and the incidence of 
residual paralysis in the control group were not 
abnormally high, corresponding closely to those of 
untreated cases reported in the literature. 

The incidence of the more severe initial symp- 
toms, the average cell count, and the incidence of 
initial bulbar types of the disease were somewhat 
higher in the treated than in the control group. 
The age incidence was about the same in both 
groups. The good effects of the serum occurred 
independently of spinal drainage. The results in 
the patients treated by others are in agreement 
with the authors’ results in this and previous studies, 
as regards mortality rate, the incidence of residual 
paralysis, and bedside impressions of the early good 
effects of the serum. The number and variety of 
the patients treated are sufficient and the control 
observations are adequate to justify the conclusion 
that the poliomyelitis antistreptococcus serum is of 
value in acute anterior poliomyelitis. 

The serum used possessed the power of neutral- 
izing the toxic material contained in cultures of the 
streptococcus as measured by intracutaneous injec- 
tion; it diminished the infective power in vitro of the 
streptococcus as measured by intracerebral injec- 
tion; and it cured rabbits inoculated intravenously 
with the streptococcus, properties which are not 
possessed by normal horse serum. Some of the 
batches of serum neutralized the virus in vitro and 
protected monkeys against poliomyelitis in the 
forced experiment by intracerebral inoculation of 
virus. Rabbits have been immunized against intra- 
cerebral inoculation of the streptococcus by the 
methods used in the preparation of the serum in 
horses; hence the curative action noted clinically 
would seem attributable to the specific antibodies 
contained in the serum, and not to non-specific or 
foreign-protein effects. 


EXPERIMENTAL SURGERY 


Bradford, Sir J. R.: The Debt of Medicine to the 
Experimental Method of Harvey. Lancet, 1926, 
ccxi, 839. 

Harvey was one of the founders of modern experi- 
mental science, especially physiology. He showed 
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that the science of medicine must be founded upon 
physiology. Progress in the art of medicine re- 
quires experiments and observations. Because of 
the complexity of a disease or of some phase of it, 
the problems of disease are often very difficult. 
When two apparently similar cases react differently 
to the same treatment, the cases are in reality not 
similar. In typhoid, the course of the condition 
was thought at first to be two weeks in some cases 
and four weeks in others, but when the paratyphoid 
bacillus was isolated it was found that the difference 
in the duration of the fever was due in part at least 
to a difference of organisms. Erroneous conclu- 
sions are often attributable to the wrong premise. 
When we can be sure of the fundamental laws of 
medicine we can come more nearly to correct de- 
ductions from clinical and physiological investi- 
gations. 

Jackson’s work in cerebral localization is an 
illustration of the advance made by the careful 
observations of a master clinician. Certain, not 
probable, knowledge in regard to the facts of nature 
is the end to be desired. 

In the study of cardiac phenomena the clinician’s 
observations were made accurate by the introduction 
and use of certain laboratory apparatus such as the 
polygraph and electrocardiogram. The advance of 
our knowledge of auricular fibrillation is due to ex- 
perimental methods, the discovery of the condition 
having been made during experiments upon the 
heart to determine the origin of the heart beat. 

Romanes discovered the nature of heart muscle 
by experiments on the jelly-fish. His work was con- 
tinued and verified by Gaskell. The electrocardio- 
gram has made it possible to interpret the different 
phenomena of the heart beat, and is especially 
valuable as an instrument of research regarding the 
fundamental causes of certain clinical phenomena. 

Another striking illustration of the profound in- 
fluence of a simple experimental method of inquiry 
in advancing our knowledge of the nature of heart 
beat and, indirectly, of all vital activities is afforded 
by Ringer’s work on the effect of minute quantities 


of calcium and potassium on the heart. Ringer was 
a clinical physician who took up abstract problems 
of pure physiology when he was past middle age. 
In conclusion Bradford states that Harvey’s 
experimental method was of importance in laying the 
foundations of our conceptions of the nature of the 
processes at work in disease, and in giving medicine 
a scientific status as a branch of natural knowledge. 
Marcus H. Hosart, M.D. 


Mannheim, A., and Zypkin, B.: Free Autoplastic 
Transplantation of Cartilage (Ueber freie auto- 
plastische Knorpeltransplantation). Arch. f. klin. 
Chir., 1926, cxli, 668. 


Fifty experiments were performed on rabbits to 
determine the changes occurring in cartilage trans- 
plants. 

In the first series of experiments, observations 
were made on the healing process in cut wounds of 
rib cartilage. In the second group autotransplanta- 
tions of rib cartilage with perichondrium were made 
into skull defects; in the third group, autotrans- 
plantations of rib cartilage with perichondrium into 
the subcutaneous and muscular tissues; in the fourth 
group, autotransplantations of rib cartilage without 
perichondrium into skull defects; and in the fifth 
group, autotransplantations of rib cartilage without 
perichondrium into the subcutaneous and muscular 
tissues. The period of observation ranged from two 
weeks to one year. 

In all of the experiments the cartilage preserved 
its specific structure. Various degenerative and re- 
generative processes occurred in the transplant. Of 
considerable importance in the viability of the 
transplant was the nature of the tissue in which the 
graft was placed. The best results were obtained 
with transplants in the musculature; then followed 
those obtained with transplants in the subcutaneous 
tissues, and finally those obtained with transplants 
in skull defects. When the perichondrium was 
removed the regressive changes were slight and the 
viability of the transplant was increased. 

HAGEMANN (Z). 


fe 
4 B 
A 
di 
M 
Pc 


BIBLIOGRAPHY of CURRENT LITERATURE 


Note.—TuHe Boip Face Ficures IN BRACKETS AT THE RIGHT OF A REFERENCE INDICATE THE PAGE or THIS 
IssuE ON WHICH AN ABSTRACT OF THE ARTICLE REFERRED TO MAy Be Founp. 


SURGERY OF THE 


Head 


Fractures of the skull. B. N. Carter. Ohio State M. J., 
1927, Xxiii, 128. 

Fractures of the skull. E.Sacus. Wisconsin M. J., 1927, 
xxvi, 60. 

The report of a case of lateral sinus thrombosis, without 
otorrhcea: septicemia; subsequent tonsillectomy; acute 
nephritis; recovery. T. H. Just. Proc. Roy. Soc. Med., 
Lond., 1927, xx, 620. 

Septic osteomyelitis of the bones of the skull and face. 
V. P. Biatr and J. B. Brown. Ann. Surg., 1927, Ixxxv, 1 


Two cases of recurrent cellulitis of the face. H. G. Apam- 
son. Proc. Roy. Soc. Med., Lond., 1927, xx, 560. 

The treatment of infections of the face. J. W. Price, Jr. 
Ann. Surg., 1927, Ixxxv, 329. 

A case of rodent ulcer metastasis. E. B. BARNES. Proc. 
Roy. Soc. Med., Lond., 1927, xx, 621. 

Specimen (with microscopic slide) of a parotid ra 
probably arising in the right supratonsillar fossa. C. G 
Woop. Proc. Roy. Soc. Med., Lond., 1927, xx, 592. 

Parotid fistula: case history. I. S. Trostter. Radiology, 
1927, Vili, 248. 

Bone grafting for defects of the mandible. R. H. Ivy and 
B. M. Epes. Mil. Surgeon, 1927, lx, 286. 

A case of osteosarcoma of the superior maxilla. M. J. 
—— Bol. Soc. de cirug. de Chile, 1926, iv, 


19 
_ shortcomings in the surgery of cleft os “i late, 
with suggestions for meeting them. R. E. F “os 
sota Med., 1927, x, 70. 

Tumor of the submaxillary gland. W. H. Jewett. Proc. 
Roy. Soc. Med., Lond., 1927, xx, 601. 

Facial reconstructive surgery. J. MAtintaK. Med. 
Times, 1927, lv, 57. Laryngoscope, 1927, xxxvii, 157. 


Eye 


The mechanism of or W. H. Lueppe. 
Am. J. Ophth., 1927, 3 s. x, 

Who s ould’ refract? J. cA Patton. Nebraska State 
M. J., 1927, xii, 105. 

The legibility of type. Brit. J. Ophth., 1927, ii, 124. 

A penetration wound through the orbit into the middle 
fossa. E. B. Fowrer. Am. J. Ophth., 1927, 3 8. x, 190. 

Ocular symptoms during catamenia. A.W. D’OmBRaIN. 
Brit. M. J., 1927, i, 564. 

Hereditary abnormalities of the eye. III. Section I. 
Anomalies of the entire eyeball. M. T. Macktin. Cana- 
dian M. Ass. J., 1¢27, xvii, 327. 

Ocular symptoms of pseudoparalytic myasthenia gravis. 
M. Dussetporp. Rev. especialidades, 1926, i, 

Ocular manifestations of systematic diseases. [. FE. 
Poos. J. Michigan State M. Soc., 1927, xxvi, 169. 


97 


HEAD AND NECK 


General discussion of a symposium on the aR of 
ocular and systemic disease. R. Satrier. J. Med., Cin- 
cinnati, 1927, viii, 4. 

Focal infection from the ophthalmologist’s and_oto- 
laryngologist’s view. L. S. Gaupet. New Orleans M. & 
S. J., 1927, lxxix, 653. 

Some intra-ocular alterations in diabetes. R. C. HEFLE- 
BOWER. J. Med., Cincinnati, 1927, viii, 8. 

A case of epidemic encephalitis with ocular disturbances. 
E. B. Cramer and E. Aprocufé. Rev. especialidades, 1926, 
i, 980. 

The significance of ocular disturbances in the diagnosis 
of brain tumors. M. K. Aspury. J. Med., Cincinnati, 1927, 
viii, 4. 

The relative diagnostic and prognostic importance of 
a ocular disturbances as part and parcel of the 

of acute and chronic interstitial nephritis. 

Vat, Jr. J. Med., Cincinnati, 1927, viii, 6. 

in intra-ocular pressure. L. BotuMman and S. J. 
Couen. Arch. Ophth., 1927, lvi, rro. 

Tonometry: a tonometer with convex ‘plunger. H. 
Scn16tz. Brit. J. Ophth., 1¢27, ii, 116. 

Ocular arteriosclerosis. V. Ray, Jr. J. Med., Cincinnati, 
1927, Viii, 10. 

Some features of glaucoma important to the general 
practitioner. J. O. McCREyNotps. J. Oklahoma State M. 
Ass., 1927, xx, 56. Kentucky M. J., 1927, xxv, 109. 

The relation of the nasal ganglion to glaucom a. H. Byrp. 
Arch, Ophth., 1927, lvi, 162. 

Glaucoma without an appreciable rise in the intra-ocular 
pressure. L. NIPPE. Ohio State M. J., 1927, xxiii, 221. 

Can loss of vision due to glaucoma be checked? G. S 
Dersy. Am. J. Ophth., 1927, 3 s. x, 178. 

The evolution of the thogenesis of —— 
ophthalmia, with a report of unusual case. A. O. PFINGsT. 
Kentucky M. J., 1927, xxv, 83. 

Acute panophthalmitis: case report. D. D. SANDERSON. 
Nebraska State M. J., 1927, xii, 109. 

Panophthalmitis, evisceration, sympathetic ophthalmia. 
W. E. Saanan. Am. J. Ophth., 1927, 38, x, 120. 

The diagnostic elements in tuberculosis of the eyes. J. L. 
Pavia. Rev. Soc. de med. interna y Soc. de tisiol., 1926, ii, 


695. 

Syphilis of the eye. FE. J. Primrose. Glasgow M. J., 
1927, XXV, 164. 

Leprosy of the eye: an analysis of the records of 512 
cases of leprosy in the Hawaiian Islands. F. J. PINKERTON. 
Arch. Ophth., 1927, lvi, 42. 4 

Melanosis oculi, with microscopic findings. W. B. 
Douerty. Am. J. Ophth., 1927, 3 8. x, 1. [4] 

Radium in ophthalmology: a further study, experimental 
and clinical. L. A. Lang. J. Am. M. Ass., 1927, — 


232. 
Bilateral ptosis cured by the Hunt-Tansley operation. 
C. Logs. Am. J. Ophth., 1927, 3s. x, 191. 


98 INTERNATIONAL ABSTRACT OF SURGERY 


Trachomatous skin reaction. W. Meeruorr. An. Fac. 
de med., Univ. de Montevideo, 1926, xi, 615. 

A combined strabismus hook and muscle clamp. T. H. 
Butter. Brit. J. Ophth., 1927, ii, 123. 

The significance of latent ocular muscle imbalance. W. 
H. Fink. Am. J. Ophth., 1927, 3 s. x, 168. 

A routine treatment of phlegmonous dacryocystitis. J. 
I. Dowttnc. J. Ophth., Otol. & Laryngol., 1927, xxxi, 73. 

Mumps of the lachrymal glands. J. E. LEBENSOHN. 
Illinois M. J., 1927, li, 241. 

A new lachrymal syringe. E. E. Mappox. Am. J. 
Ophth., 1927, 3 Ss. x, 193. 

Trachomatous conjunctivitis in Uruguay from 1894 to 
1925. W. Meeruorr. An. Fac. de med., Univ. de Monte- 
video, 1926, xi, 521. 

A case of metastatic carcinoma of the choroid. R. 
Tuomas and A. F. Stappen. Lancet, 1927, ccxii, 544. 

Report of acase of flat (infiltrating) melanosarcoma of the 
choroid. J. W. Surra. Arch. Ophth., 1927, lvi, 156. 

Melanosarcoma of the choroid, sympathetic ophthalmia, 
and retrobulbar neuritis. F.O.Scuawartz. Am. J. Ophth., 
1927, 3S. X, 35. (5) 

intracellular of the corneal epithe- 
lium. N. Biacx and F. H. Hagsster. Arch. Ophth., 
1927, lvi, 151. 

anetic intracellular opacity of the corneal epithe- 
lium. F.H.Hagsster. Am. J. Ophth., 1927, 3 s. x, 193. 

Parenchymatous keratitis—luetic and tubercular. H. 
W. Rew. J. Med., Cincinnati, 1927, viii, 11. 

The treatment of keratoconus. L. C. VELANDO. Crén. 
m‘d., Lima, 1926, xliii, 371. 

Cornea plana. E. Aprocué and B. Courtis. Rev. 
especialidades, 1926, i, tost. 

The distribution of the myelinated fibers of the human 
iris. M. Batapo and E. F. De Barret. Bol. inst. de clin. 
quir., 1926, ii, 600. 

Considerations on ophthalmoplegia interna. E. Apro- 
Guf&. Rev. especialidades, 1926, i, 1046. 

An effective treatment for sympathetic uveitis. F. H. 
Veruoerr. Arch. Ophth., 1927, lvi, 28. 6 

Sympathetic uveitis caused by the virus of herpes at 

lex: “— of experiments. S. R. Grrrorp and L. 
peo J. Am. M. Ass., 1927, Ixxxviii, 465. 

The action of adrenalin on the human pupil in different 
states of innervation of the iris. E. Aprocué and M. 
Batapo. Bol. inst. de clin. quir., 1926, ii, 597. 

Temporary anisocoria in a leprosy og B. N. 
Buapurt. Am. J. Ophth., 1927, 3 s.x, 1 

The anterior lens capsule: a clinical pe ~~ 
study. A. J. Bepeti. J. Am. M. Ass., 1927, Ixxxviii, 548. 

Slit-lamp study of posterior lenticonus. J. Mansi. 
Arch. Ophth., 1927, lvi, 128. 

A case of opacities of the lens occurring as a sequel to an 
attack of kala-azar. B. N. Buapurt. Indian M. Gaz., 
1927, Ixii, 144. 

Observations on glaucoma in morgagnian cataract. A. 
Knapp. Arch. Ophth., 1927, lvi, 124. 

Scissors-needle for discission. A. KoLen. Am. J. Ophth., 
1927, 3S. X, 186. 

Intracapsular extraction of cataract, including the most 
recent advances. H. Smita. Indian M. 'Gaz., 1927, Ixii, 121. 

The cataract section. Brit. J. Ophth., 1927, ii, 124. 

Surgical treatment of senile cataract complicated by 
glaucoma. L. C. Peter. Am. J. Ophth., 1927, 3 s. x, 182. 

Corneoconjunctival suture for cataract operations. F. 
H. Veruoerr. Arch. Ophth. ., 1927, lvi, 137. 

On bitemporal contraction of the visual field in preg- 
nancy. I. ABRAMowicz. Brit. J. Ophth., 1927, ii, 17. [6] 

Two cases of chorioretinitis of Jensen. E. AproGué and 
B. Just. Rev. especialidades, 1926, i, 1038. 


Glycemic retinitis associated with hypoglycemia and 
hyperglycemia. Q. pt Marzio. Policlin., Rome, 1926, 
xxxiii, sez. prat., 1777. 

Diabetic lipemia retinalis. L. A. Case. Canadian M. 
Ass. J., 1927, xvii, 197. 

The treatment of diabetic retinitis. A. RAarro. Arch. 
argent. de enferm. d. apar. digest., 1926, ii, 235. 

An atypical case of central chorioretinitis. F. ScuLiica. 
Studi Sassaresi, Sassari, 1926, iv, 443. 

Hemorrhagic retinitis. V. K. Hart. Clin. Med. & Surg., 
1927, XXXiv, 198 

Bilateral hemorrhagic detachment of the retina in the 
newborn simulating glioma. G. S. LacuMan. Am. J. 
Ophth., 3s. x, 164. 

Congenital fundus anomalies. C.O.ScHNeiDer. Am. J. 
Ophth., 1927, 3 s. x, 188. 

Four cases of disk-like degeneration of the macula lutea. 
A. W. Ormonp. Guy’s Hosp. Rep., Lond., 1927, Ixxvii, 

6 


A crater-like hole and coloboma of the disk associated 
with changes at the macula. K. T. A. HALBertsma. Brit. 
J. Ophth., 1927, ii, 11. [7] 

Discussion of coloboma of the macula. M. L. Hepsurn, 
R. D. Batten, [. C. Mann, R. C. Davenport, and others. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 433. 

Coloboma of the macula. C. S. DamMEL. Rev. especiali- 
dades, 1926, i, 975. 

An unusual case of ocular malformations: dermoid, 
dermoid lipoma, and coloboma of the optic nerve. J. L 
Pavia and M. ‘DusseLporp. Rev. especialidades, 1926, 
i, 985. 

Ear 


Some points of contact of otolaryngology with other 
fields of medicine. B. H. Suuster. Therap. Gaz., 1927, 
xliii, 161. 

Ear, nose, and throat findings in 9,751 freshmen stu- 
dents, University of Pennsylvania. P. S$. Srour. Laryn- 
goscope, 1927, XXXxvii, 170. 

Practical points on ear, nose, and throat conditions for 
the general practitioner. M. A. WetnsTEIN. Therap. Gaz., 
1927, xliii, 167. 

Some psychological problems in otolaryngology. B. R. 
Suurty. J. Michigan State M. Soc., 1927, xxvi, 166. 

An unusual foreign body in the ear. T. SrSHACHALAM. 
Indian M. Gaz., 1927, Ixii, 145. 

Injuries of the ear in basal skull fracture: a histological 
and clinical study. K. Utricu. Acta oto-laryngol., Sup., 
1926, vi, I. 7 

A case of rudimentary auricle. H. J. BANKs-Davis. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 619. 

Have we a resonance theory of hearing or only a reso- 
nance hypothesis? G. WiILkKINsoNn. Proc. Roy. Soc. Med., 
Lond., 1927, XX, 623. 

“Hearing” by touch; demonstration of a case. R. H. 
Gautt. Laryngoscope, 1927, xxxvii, 184. 

Otosclerosis associated with blue sclerotics and osteo- 
genesis imperfecta. F’. J. CLeminson. J. Laryngol. & Otol., 
1927, xlii, 168. 

An improved method for testing the hearing with the 
spoken voice. D. Nusspaum. Laryngoscope, 1927, xxxvii, 
176. 

A rational treatment of chronic progressive middle ear 
deafness. L. W. Oaks and H. G. MERRILL. Laryngoscope, 
1927, XXXvii, 190. 

Chronic progressive deafness, with particular reference 
to the clinical aspect. R. E. Parrisu. Laryngoscope, 1927, 
XXXvii, 198. 

Education and re-education of the ear. H. P. BELLows. 
J. Ophth., Otol. & Laryngol., 1927, xxxi, 80. 


I 
J. 
G 
1¢ 
ca 
RI 
H. 
xXx 
Et 
Ot 
phe 
Ro: 


BIBLIOGRAPHY OF CURRENT LITERATURE 99 


The novocain-formalin reaction of Costa and some dis- 
eases of the ear, nose, and throat. G. Dore. Studi Sas- 
saresi, Sassari, 1926, iv, 464. 

Some observations on auditory canal infections. D. Roy. 
Ann. Otol., Rhinol. & Laryngol., 1927, xxxvi, 177. 

The use of the Weber-Liel intratympanic tube in chronic 
eustachian catarrh. Sir J. DunpAs-Grant. Proc. Roy. 
Soc. Med., Lond., 1927, xx, 626. 

The Gradenigo syndrome, with the report of three cases. 
W. H. Sears. Laryngoscope, 1927, xxxvii, 32. 8 

Acute otitis, its importance and early treatment. G. R. 
Brertpon. New Orleans M. & S. J., 1927, Ixxix, 634. 

Chronic otitis media complicated by cholesteatoma, 
labyrinthitis, and suppurative meningitis, with recovery. 
B. F. Gtowackt. Arch. Otolaryngol., 1927, v, 230. 

Temporal and zygomatic abscess in chronic middle-ear 
suppuration. A. CHEATLE. Proc. Roy. Soc. Med., Lond., 
1927, Xx, 628. 

Otitic meningitis and brain abscess; recovery, with opera- 
tion. V. K. Harr. Laryngoscope, 1927, xxxvii, 208. 

Physiological factors in the control of otitic meningitis. 
W. P. Eacteton. Laryngoscope, 1927, xxxvii, 113. 

Diathermy in the internal ear. A. Papin. Rev. de 
medicina, 1926, i, 162. 

Medical diathermy and d’arsonvalization in otorhino- 
laryngology by the use of the high frequency current. 
Leroux-Rospert. Bruxelles-méd., 1927, vii, 305. 

Puncture of the round window membrane: experiments 
on the saccus endolymphaticus in the rabbit. W. J. Mc- 
Natty. Arch. Otolaryngol., 1927, v, 30. (8] 

A new position for making roentgenograms of the mas- 
toids. A. Grancer. J. Am. M. Ass., 1927, Ixxxviii, 372. 

A few points in the diagnosis and treatment of acute 
mastoiditis. S. MacC. Smiru. Therap. Gaz., 1927, xliii, 


154. 
Mastoid infections in infants. A.M. Atpen. Arch. 
Otolaryngol., 1927, v, 39. 8 

Report of two cases of atypical mastoiditis. FE. S. HAL- 
LINGER. J. Ophth., Otol. & Laryngol., 1927, xxxi, 89. 

A case of mastoiditis with perisinus abscess and lateral 
sinus thrombosis presenting unusual features. L. PowELL. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 618. 

Diphtheritic mastoiditis. A. M.SuArez. Rev. méd. Lat.- 
Am., 1926, xii, 397. 

A case of persistent post-auricular pain. P. FRANKLIN. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 617. 


Nose and Sinuses 


Some observations on “saddle-nose” deformity in 
children. J.G.SrracHan. Canadian M. Ass. J., 1927, xvii, 


324. 

The method of choice for the correction of saddle nose. 
J. N. Roy. Arch. Otolaryngol., 1927, v, 258. 

Rhinoplasty with the aid of flaps rotated from the cheek. 
G. D’Acata. Policlin., Rome, 1927, xxxiv, sez. prat., 
168. 

Atrophic rhinitis: some findings in a series of eighty 
cases. G. D. Hoopre and A. W. Rowe. Ann. Otol., 
Rhinol. & Laryngol., 1927, xxxvi, 144. 

The treatment of atrophic rhinitis by ivory implants. 
H. L. Pottocx. Ann. Otol., Rhinol. & Laryngol., 1927, 


XXXVi, 241. 
The importance of nasopharyngeal infection. A. M. 
ELwett. J. Med. Soc. N. Jersey, 1927, xxiv, 172. 


Chronic rhinopharyngeal disease. B. R. SHurty. Arch. 
Otolaryngol., 1927, v, 220. 

A case of chronic diffuse tuberculosis of the nose, 
pharynx, epiglottis, and larynx. C. A. S. Ripout. Proc. 
Roy. Soc. Med., Lond., 1927, xx, 594. 


A case of nasopharyngeal tumor cured by radium. J.C. 
Scat. Med. J. & Rec., 1927, cxxv, 333. 

Intranasal radium therapy in malignant and benign 
tumors, with case reports. E. R. VAN METER. Arch. 
Otolaryngol., 1927, v, 225. 

Endothelioma of the nose: removal through the posterior 
wall of the antrum following a radical antrum operation. 
H. A. FLetcuer. Arch. Otolaryngol., 1927, v, 234. 

Sinus infection. B. J. Larkin. J. Indiana State M. Ass., 
1927, XX, 94. 

Nasal accessory sinusitis. M.H. Kamen. Med. J. & 
Rec., 1927, CXXxv, 329. 

The diagnosis of nasal sinus disease. E. Kinc. Ann. 
Otol., Rhinol. & Laryngol., 1927, xxxvi, 34. 

The symptoms and diagnosis of accessory sinus disease. 
S. B. Marks. Kentucky M. J., 1927, xxv, 80. 

Some observations on sinus disease in private practice. 
G. F. Harkness. Ann. Otol., Rhinol. & Laryngol., 1927, 
xxxvi, 89. 

The catarrhal inflammation of the nasal accessory sinuses 
and its diagnosis. O. Hirscu. Laryngoscope, 1927, | 

9 


I. 
The relationship of acute and chronic paranasal sinus 
disease to systemic conditions in infants and young chil- 
dren. A. J. Cone. Laryngoscope, 1927, xxxvii, 19. {9] 
Medical and surgical treatment of sinus diseases. W. P. 
DRAKE. Kentucky M. J., 1927, xxv, 94. 

Acute frontal sinusitis associated with an orbital abscess. 
M. Viasto. Proc. Roy. Soc. Med., Lond., 1927, xx, 597. 

The two-stage operation for suppurative frontal sinusitis 
with external manifestations. H. I. Litite and A. M. 
AnpversoN. Arch. Otolaryngol., 1927, v, 152. 

A case of chronic frontal and antral sinusitis due to a 
rhinolith. A J. Wricur. J. Laryngol. & Otol., 1927, xlii, 192. 

Ethmoidal pneumococcal septicemia: intravenous ther- 
apy. V. K. Hart. South. M. J., 1927, xx, 249. 

Cerebrospinal fistula following ethmoidectomy; recov- 
ery. A.M. Avpen. Ann. Otol., Rhinol. & Laryngol., 1927, 
XXXVi, 

The intranasal ethmoid and frontal sinus operation; 
technique; report of cases. W. SpizLBERG. Laryngoscope, 
1927, XXxvii, 79. 9| 

The anatomical, pathological, and clinical relationship of 
the posterior sinuses to optic neuritis. C. G. CRANE. Ann. 
Otol., Rhinol. & Laryngol., 1927, xxxvi, 201. 

A tumor of the upper jaw originating in the maxillary 
sinus, and non-malignant stricture of oesophagus. ‘T. B. 
Layton. Proc. Roy. Soc. Med., Lond., 1927, xx, 594. 

The treatment of antral disease by simple tube drainage. 
R. E. Mercer. Ann. Otol., Rhinol. & Laryngol., 1927, 
XXXvi, 81. 

Artery clamp as a better antrum punch. L. M. PEeart- 
MAN. J. Am. M. Ass., 1927, Ixxxviii, 723. 

The physics of sinus drainage. A. W. Proretz. Ann. 
Otol., Rhinol. & Laryngol., 1927, xxxvi, 23. 


Mouth 


Tuberculous ulceration of the lip. W. A. MILLican. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 542. 

Excision and restoration of the upper lip. H. P. Pick- 
ERILL. Brit. J. Surg., 1927, xiv, 536. {10} 

Studies of the transmicroscopic structure of organic 
bodies. II. The arrangement of microcrystals in the dental 
enamel. S. Funaoka. Acta scholae med. univ. imp., Kioto, 
1026, ix, 41. 


The lymph supply of the dentine and enamel. FE. W. 
Fisu. Proc. Roy. Soc. Med., Lond., 1927, xx, 225. {10 
Non-eruption of teeth. H. P. Pickeriti. Proc. Roy. 


Soc. Med., Lond., 1927, xx, 603. 


100 INTERNATIONAL ABSTRACT OF SURGERY 


The importance of teeth in routine gastro-intestinal ex- 
aminations. F’. B. SHELDON. Radiology, 1927, viii, 241. 

Focal infection in the teeth and its relation to the gen- 
eral health. J.S. Berrs. South. M. & S., 1927, Ixxxix, 172. 

Focal infection from the dental standpoint. E. C. Rice. 
Ann. Otol., Rhinol. & Laryngol., 1927, xxxvi, 285. 

Tooth decay and balanced metabolism in childhood. 
G. D. Scorr. Med. J. & Rec., 1927, exxv, 386. 

The use of soap in the prophylaxis of Vincent’s infections. 
M. A. Reasoner and W. D. Giti. J. Am. M. Ass., 1927, 
Ixxxviii, 716. 

Perforation of the hard palate. A. L. Macteop. Proc. 
Roy. Soc. Med., Lond., 1927, xx, 594. 

Certain benign tumors of the oral cavity. F. M. Joun- 
son. Am. J. Roentgenol., 1927, xvii, 93. 

The treatment of carcinoma of the mouth. P. J. Morr. 
Practitioner, 1927, cxviii, 187. 


Pharynx 
Torula infection of the nasopharynx. FE. L. Jones. 
South. M. J., 1927, xx, 120. {11] 


A case of tonsillitis, possibly tuberculous. A. L. Mac- 
LEOD. Proc. Roy. Soc. Med., Lond., 1927, xx, 600. 

Report on an outbreak of follicular tonsillitis in Moascar 
Camp, Ismailia, Egypt. K. Comyn. J. Roy. Army Med. 
Corps, Lond., 1927, xlviii, 223. 

Chronic tonsillitis: microscopic pathology. R. I. NEL- 
son. Arch. Otolaryngol., 1927, V, 249. 

Coagulation time prior to tonsillectomy. W. M. Hunr. 
Ann. Otol., Rhinol. & Laryngol., 1927, xxxvi, 187. 

The operation of tonsillectomy. A. J. S. Ror. "Brit. M. 
J., 1927, i, 564. 

My routine practice in doing tonsillectomies. F. D. 
Boyp. Texas State J. M., 1927, xxii, 699. 

Factors helpful in preventing post-tonsillectomy com- 
plications. E.C. Meap. Texas State J. M., 1927, xxii, 705. 

Hemorrhage following tonsillectomy. J. S. Barpin. 
Texas State J. M., 1927, xxii, 700. 

Ulceration of the epiglottis; for diagnosis. L. G. Brown. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 600. 


Neck 


Report of a case of cyst of the thyroglossal duct. E. G. 
Gitt. Ann. Otol., Rhisol. & Laryngol., 1927, xxxvi, 283. 

Carcinoma of the thyroglossal duct. H. R. Owen and 
H. InGetpy. Ann. Surg., 1927, Ixxxv, 132. (11) 

A note on the parathyroids and broken bones: case re- 
ports. G. H. Frencu. Endocrinology, 1927, xi, 25. 

Tetany and syphilitic parathyroiditis. L. LANGERON, J. 
Decuaume, P. Detore, and J. JeANnin. Presse méd., 
Par., 1927, xxxv, 81. 

The physiological action of the new acid egy 
extracts. H. J. Rossetto and L. M. Perritto. An. F 
de med., Univ. de Montevideo, 1926, xi, 698. 

The thyroid gland in the full-time human fetus and in 
the newly born infant. I. Murray. Brit. M. J., 1927, i, 5. 

11 


Gleanings from the story of the thyroid gland. Sir { 
Lynn-Tuomas. Brit. M. J., 1927, i, 91. {11) 

An experiment in a prevention. R. McCarrison. 
Brit. M. J., 1927, i, 9. 

Diseases of the thyroid gland. G. B. Kent. Colorado 
Med., 1927, xxiv, 68. 

The diagnosis and treatment of diseases of the thyroid 
gland. A. S. Jackson. N. York State J. M., 1927, xxvii, 
225: Am. J. Surg., 1927, ii, 228. 

Experiences with the thyroid prob em in a Detroit clinic. 
R. D. Ann. Surg., 1927, Ixxxv, 333. 


Thyroid dysfunction as a cause of fever. R. I. Lez. Med. 
Clin. N. Am., 1927, x, 1353. 

Mild hypothyroidism—personal observations. W. R. 
OHLER and L. J. Uttran. Med. Clin. N. Am., 1927, x, 
1369. 

The treatment of hypothyroidism. <A. C. Scott, Jr. 
Texas State J. M., 1927, xxii, 689. 

Thyroiditis accompanied by hyperthyroidism. A. G. 
Brenizer. Ann. Surg., 1927, Ixxxv, 339. 

Goiter. B. B. Davis. Nebraska State M. J., 1927, xii, 81. 

The conception of goiter based on American investiga- 
tions. P. DepaGe. J. de chir. et Ann. Soc. belge de chir., 
1926, p. 32. 

Thyroid enlargement: occurrence in school children in 
Rutherford County, Tennessee. H. S. Musrarp and J. I. 
Warne. J. Am. M. Ass., 1927, Ixxxviii, 714. 

The physiological classification of goiter. L. DAUTRE- 
BANDE. Presse méd., Par., 1927, XXXv, 97. 

A large adenomatous goiter. R. B. Drury. Ohio State 
M. J., 1927, xxiii, 227. 

The medical aspect of goiter. T. D. CUNNINGHAM. 
Colorado Med., 1927, xxiv, 73. 

Intravenous sodium o_o in goiter. A. V. J. Reppt. 
Indian M. Gaz., 1927, Ixii, 14 

Iodine hyperthyroidism. “JACKSON. J. Iowa State M. 
Soc., 1927, xvii, 94. 

Some aspects of the problem of hyperthyroidism. EF. 
Rose. J. Med. Soc. N. Jersey, 1927, xxiv, 150. 

Some surgical aspects of hyperthyroidism. F. A. 
Borue. J. Med. Soc. N. Jersey, 1927, xxiv, 161. 

A clinical study of the hyperthyroid heart and its medical 
and surgical treatment. P. Escuprro and F. 
Rev. Soc. de med. interna y Soc. de tisiol., 1926, ii, 557. 

Radio-active substances: their therapeutic uses and appli- 
cations: the radium treatment of hyperthyroidism. J. 
Mute. Radiology, 1927, viii, 223. 

Exophthalmic goiter. A. R. Bizor. Kentucky M. J., 
1927, XxV, 118. 

Exophthalmic goiter, etiology and pathology. FE. L. 
Pirkey. Kentucky M. J., 1927, xxv, 118. 

Exophthalmic goiter associated with uterine fibromyoma. 
D. Grorpano. Reforma med., 1926, xlii, 1153. 

Iodine and morbus Basedow (exophthalmic goiter). 
K. Petren. Endocrinology, 1927, xi, 1. 

Iodine in the treatment of exophthalmic goiter. M. R. 
Castex and M. Scuretncart. Rev. Soc. de med. interna 

y Soc. de tisiol., 1926, ii, 549. 

Contribution on the pathology of the thyroid, with par- 
ticular reference to endemic cretinism. The neutralization 
of blood serum of patients with Basedow’s disease with the 
blood serum of cretins with atrophic thyroid gland. M. 
Branovacky. Mitt. a. d. Grenzgeb. d. Med. u. Chir., 1926, 
XXXiX, 593. 

Radiation treatment of exophthalmic goiter. C. D. EN- 
FIELD. Kentucky M. J., 1927, xxv, 120. 

Indications for ligation of the thyroid arteries in the 
treatment of exophthalmic goiter. H. Wetti. Presse méd., 
Par., 1927, XXXv, 19. 

Anmic infarction of the thyroid following ligation of the 
vessels for Basedow’s disease. H. GEIGER. Beitr. z. klin. 
Chir., 1926, cxxxvi, 758. {12] 

The surgical treatment of exophthalmic goiter. J. R. 
WatuHEN. Kentucky M. J., 1927, xxv, 119. 

Primary thyroidectomy for exophthalmic goiter; with a 
report of roo cases. A. S. Jackson. Surg., Gynec. & Obst., 
1927, xliv, 406. 

Giant cell sarcoma of the thyroid. R. Becker. Beitr. z. 
klin. Chir., 1926, cxxxviii, 76. 

Surgery’ of the thyroid. J. E. Srrurners. Colorado 
Med., 1927, xxiv, 78. 


| 

] 
\ 
] 
n 
n 
( 
N 
ul 
V 
li 
| ar 
M 

of 
D 
Ix, 

C. 
19: 
ple 
192 
( 

NE 
tior 

XX, 
I 
H. | 
C 
XXV 
T 
Dar 


BIBLIOGRAPHY OF CURRENT LITERATURE 


Review of 3,600 thyroidectomies. J. L. DeCourcy. 
Am. J. Surg., 1927, ii, 225. 

The laryngeal nerves; their relation to the thyroid gland. 
H. Dupuy. South. M. J., 1927, xx, 15. [12] 

The development of the mechanics of direct laryngos- 
copy. D. T. Atkinson. Texas State J. M., 1927, xxii, 696. 

Laryngeal varices. C. J. Imperatori. Med. J. & Rec., 
1927, CXXV, 382. 

A case of laryngitis: for diagnosis. W. M. Mottison. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 602. 

Double recurrent paralysis of the vocal cords. W. M. 
Mo ttutson. Proc. Roy. Soc. Med., Lond., 1927, xx, 601. 

Tumor of the larynx: for diagnosis. G. W. Dawson. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 593. 


SURGERY OF THE 


Brain and Its Coverings; Cranial Nerves 


Some conclusions on cranial injuries. U. Mars. South. 
M. J., 1927, xx, 178. 

Gunshot wound in the right prefrontal region. For con- 
sideration of surgical treatment of recent epilepsy. C. P. G. 
WaAKELEY and FE. Maporner. Proc. Roy. Soc. Med., 
Lond., 1927, xx, 630. 

Traumatic and infective lesions of the head, the chief 
manifestations of which are visual disturbances; their diag- 
nosis and surgical treatment. W. P. EaGLeTon. Surg. 
Clin. N. Am., 1926, vi, 1435. [14] 

Encephalography; lumbar puncture and trephine meth- 
ods. FE. R. CARPENTER. Am. J. M. Sc., 1927, clxxiii, 333. 

Spontaneous ventriculography. L. A. Levison. J. Am. 
M. Ass., 1927, Ixxxviii, 921. 

A new arrangement of the Bucky diaphragm for ventric- 
ulography. P. PeENpeRGRAsS. Am. J. Roentgenol., 
1927, Xvii, 358. 

The results of ventriculography in five cerebral tumors. 
V. Dimitri and M. Barapo. Bol. inst. de clin. quir., 1926, 
li, 583. 

Radiography of third ventricle. M. BALApo, R. Morea, 
and C. Donovan. Bol. inst. de clin. quir., 1926, ii, 603. 

Microcephaly. T. BrusHFIELD and W. Wyarrt. Brit. J. 
Child. Dis., 1927, xxiv, 24. 

An anatomical and clinical study of the corpus striatum. 
M. Rezenve. Arch. brasil. de med., 1926, xvi, 771. 

Laceration of a septum pellucidum following puncture 
of a lateral ventricle through the corpus callosum. P. L. 
Dea Torre. Arch. ital. di. chir., 1926, xvi, 682. 

Cerebrospinal fluid leak due to a fistula of the cisterna 
magna. R. P. BALL and R.G. Spurtinc. Ann. Surg., 1927, 
Ixxxv, 31. {14] 

Weber’s syndrome of hemianopsia. C. B. Upaonpvo and 
C. Pinevo. Rev. Soc. de med. interna y Soc. de tisiol., 
1926, ii, 610. 

Temporosphenoidal abscess with word-deafness, hemi- 
plegia, and hemianopsia. J. D. Wurruam. Laryngoscope, 
1927, XXXxvii, 231. 

Cerebellar abscess in an elderly woman. W. S. THACKER- 
NEVILLE. Lancet, 1927, ccxii, 490. 

A case of extradural abscess following mastoid suppura- 
srg F. B. Gitnespy. Proc. Roy. Soc. Med., Lond., 1927, 
XX, 622. 

Four cases of spontaneous subarachnoid hemorrhage. 
H. Barper and H.C. C. Taytor. Lancet, cexii, 541. 

Cerebral tumor. G. W. Swirr. Northwest med., 1927, 
Xxvi, 83. 

The diagnosis and treatment of brain tumors. W. E. 
Danpy. N. York State J. M., 1927, xxvii, 285. 


The evolution of a laryngeal lymphocytoma treated by 
roentgen therapy. P. Correnor. Arch. méd.-chir. de 
lappar. respir., 1926, i, 434. 

Fibroma on the anterior surface of the left vocal cord. 
H. J. Banks-Davis. Proc. Roy. Soc. Med., Lond., 1927, xx, 
600. 

Clinical aspects of laryngeal cancer. A. C. FURSTENBURG. 
J. Michigan State M. Soc., 1927, xxvi, 94. 

The treatment of early malignancy of the larynx by 
electrodesiccation and radium. R. H. Craic. Canadian M. 
Ass. J., 1927, xvii, 331. 

X-ray injury to the larynx, with the report of-a case. 
S. IcLauver. Ann. Otol., Rhinol. & Laryngol., 1927, xxxvi, 
124. 


NERVOUS SYSTEM 


The radiological diagnosis and treatment of tumors of 
the brain. R. GirBert. Cancer, 1927, xliii, 16. 

An atypical case of glioma. I’. PoyALes. Pediat. espa‘., 
1926, Xv, 349. 

A case of spontaneous subdural hematoma in which the 
diagnosis was missed during life. F. T. Lorp. Med. Clin. 
N. Am., 1927, X, 1119. 

Hemangioma causing jacksonian epilepsy. C. P. G. 
WAKELEY. Proc. Roy. Soc. Med., om 1927, XX, 545. 

A contribution to the treatment of cerebral tumors by 
deep radiotherapy (twenty-nine cases). F. Bremer, H. 
Coppez, and F. Stuys. Cancer, 1927, xliii, 11. 

The present status of surgery in cerebral tumors. P. 
Martin. Cancer, 1927, xliii, 3. 

Psychosis showing recovery after the relief of intra- 
cranial pressure of doubtful origin. M. Barkas. Proc. Roy. 
Soc. Med., Lond., 1927, xx, 631. 

The pituitary gland. J. M. Nretsen. J. Michigan State 
M. Soc., 1927, xxvi, 162. 

The changes in the base of the skull accompanying tu- 
mors of the hypophysis. H. ANcrrer. Arch. f. klin. Chir., 
1926, cxliii, 147. 

The disabilities caused by hypophysectomy and their 
repair: the tuberal (hypothalamic) syndrome in the rat. 
P. E. Smrru. J. Am. M. Ass., 1¢27, Ixxxviii, 158. {15] 

The etiology of apparently primary tuberculous menin- 
gitis between the ages of 2 and 15 yeas. T. CREMIEU-ALCAN, 
Presse méd., Par., 1927, XXXxv, 90. 

A new method of permanent subcutancous drainage in 
the treatment of tuberculous meningitis. M. R. Casrex, 
N. Romano, and R. A. Eynerasipe. Rev. Soc. de med. 
interna y Soc. de tisiol., 1926, ii, 661. 

The cure of spastic paralysis. J. PerEz-LARRosA. Ras- 
segna internaz. di clin. e terap., 1926, vii, 793. 

Hutchinson’s operation for neuralgia of the trigeminal 
nerve. A. GUTIERREZ. Rev. de cirug., Buenos Aires, 1926, 
547. 

Vagus tumor; neurinoma sarcomatodes. S. SEKIGUCHI 
and T. Ore. Arch. f. klin. Chir., 1926, cxliii, 113. {15] 

Cinematograph demonstration: effects of nerve anasto- 
mosis on the movements of the vocal cords and diaphragm. 
Str C, BALLANCE and L. CoLtepGe. Proc. Roy. Soc. Med., 
Lond., 1927, Xx, 217. {16} 


Spinal Cord and Its Coverings 


Diseases of the spinal cord and peripheral nerves. R. 
CassIRER. 1926: Leipzig, Thieme. 

The question of traumatic degenerative changes of the 
spinal cord. H. Stemnpt. Wien. klin. Wehnschr., 1926, 
XXXiX, 524. 


102 INTERNATIONAL ABSTRACT OF SURGERY 


Subarachnoid lipiodol in paraplegia due to Pott’s dis- 
ease. P. Det Torto. Ann. ital. di chir., 1926, v, 1216. 

On leptomeningiomata (endotheliomata) of the spinal 
cord. J. R. LearMontu. Brit. J. Surg., 1927, xiv, 397. [16] 

The surgery of the spinal cord and its membranes. D. 
Armour. Lancet, 1927, ccxii, 423. 


Peripheral Nerves 


Radicular paresis of the right hand associated with ab- 
normal bone formation of the seventh cervical vertebra 
and Sprengel’s shoulder. E.S. Wittts and W. H. 
vit. Proc. Roy. Soc. Med., Lond., 1927, xx, 540. 

Surgery of the nerves of the hand. S$. BUNNELL. Surg., 
Gynec. & Obst., 1927, xliv, 145. 

Congenital torticollis. P. C. CoLonna. Virginia M. 
Month., 1927, liii, 794. 

The treatment of spasmodic torticollis by intradural pos- 
terior root section and extracranial division of the iene 
cessory. C.C. CoLeMAN. Virginia M. Month., 1927, liii, 761. 

On the caliber of the nerve fibers of the anterior spinal 
roots of man. Y. Marsut. Acta scholae med. univ. imp., 
Kioto, 1926, ix, 45. 

Left-sided muscular wasting (Erb’s palsy type) for diag- 
nosis. S. R. Eastrwoop. Proc. Roy. Soc. Med., Lond., 
1927, XX, 539. 

Fibroma molluscum multiplex and Recklinghausen’s 
disease. Rev. de medicina, 1926, i, 166. 

Does primary union occur after nerve suture? K. Kocu. 
Rozhledy v chir. a. gynaek., 1926, iv, 193. {16} 


Sympathetic Nerves 


The sympathetic metameres with their peripheral topog- 
raphy. C. Srayano and H. Martrrena. An. Fac. de med., 
Univ. de Montevideo, 1926, xi, 563. 

Surgery of the cervical sympathetic nerve. Lemorne. J. 
de chir. et Ann. Soc. belge de chir., 1926, p. 31. 

The ganglion cells in the stellate ganglion of some mam- 
mals. Y. Marsur. Acta scholae med. univ. imp., Kioto, 
1926, ix, 51. 


SURGERY OF 


Chest Wall and Breast 


Infection of the lactating breast. P. B. BLAND. Med. J- 

Rec., 1927, CXxv, I. 

Inflammation of the breast due to diphtheroid bacilli. 
P. CratrMont. Schweiz. med. Wcehnschr., 1926, lvi, 
685. 

Fat necrosis of the breast. J. GorresMaAN and A. P. 
ZEMANSKY, Jr. Ann. Surg., 1927, Ixxxv, 438. 

Sarcoma of the breast. C. W. Fiynn. South. M. J., 
1927, XX, 

Scirrhous carcinoma of the breast with extensive metas- 
tases. J. B. Carnetr. Surg. Clin. N. Am., 1927, vii, 


The origin of bone deposits in breast cancer. W. S. 
HAnbLey. Surg. Clin. N. Am., 1927, vii, 1. 

Untreated cancer of the breast. E. M. DALAND. Surg., 
Gynec. & Obst., 1927, xliv, 264. 

Is prophylactic radiation justified following operation 
for carcinoma of the breast? O. JuENGLING. Strahlen- 
therapie, 1926, xxii, 653. (18] 

Is it justifiable to give postoperative irradiation in car- 
1inoma of the breast? H. Hotretper. Strahlentherapie, 
cg 26, xxii, 667. 


Exposure of the stellate ganglion and operations per- 
formed at its level. R. Lericue. Lyon chir., 1926, xxiii, 


763. 

Bilateral lumbar sympathetic ganglionectomy and rami- 
sectomy in the treatment of polyarthritis of the lower 
extremities. L. G. RowNntREE and A. W. Apson. J. Am. 
M. Ass., 1927, Ixxxviii, 694. 

The late result of a femoral sympathectomy for painful 
and ulcerated stump. Lericue. Lyon chir., 1926, xxiii, 788. 


Miscellaneous 


Alcohol and its effects on the nervous system. G. R. 
KamMan. Minnesota Med., 1927, x, 153. 

Problems of the relation of muscle and nerve. L. H. 
Weep. Bull. Johns Hopkins Hosp., Balt., 1927, xl, 117. 

The importance of myelography for surgical diagnosis. 
Eskucuen. Zentralbl. f. Chir., 1926, liii, 2535. 

Functional spasms in children, their physiological pa- 
thology, and their relation to the neuroses in later life. J. 
Epsretn. Am. J. M. Sc., 1927, clxxiii, 380. 

A surgical treatment ‘of hyperkinetic symptoms. W. 
WEIGAND and E. GurrMaNnn. Muenchen. med. Wchnschr., 
1926, Ixxiii, 1797. 

Erythromelalgia associated with constitutional hyper- 
pituitarism. M. Ronztnr. Ann. ital. di chir., 1926, v, 
1201. 

Traumatic serous meningitis. 
Zentralbl. f. Chir., 1926, liii, 2733. 
“oe meningitis. LANGE. Zentralbl. f. Chir., 1926, 
iii, 2735. 

Methods of extravasation of extradural fluid. P. M. 
Kowatewsky. Arch. f. klin. Chir., 1926, cxli, 681. 

Occipital puncture and lumbar puncture. M. BALapo. 
Bol. inst. de clin. quir., 1926, ii, 59r. 

Sacrococcygeal tumors and dysembryoplasias of nervous 
origin. G. Nové-Josseranp, J. F. Martin, and J. De- 
CHAUME. Rev. de chir., Par., 1926, xlv, 737. 

Metastatic tumors of the nervous system. J. B. Car- 
Nett and N. W. WINKELMAN. Surg. Clin. N. Am., 1927, 
vii, 47. {17| 


GoeBeL and LANGE. 


THE CHEST 


The results of irradiation after radical operation for car- 
cinoma of the breast. W. Anscuuetz and J. HELLMANN. 
Deutsche Ztschr. f. Chir., 1926, cxevii, 47. 20) 


Trachea, Lungs, and Pleura 


Report of two cases of open safety pin in the trachea. 
H. H. Fores. Ann. Otol., Rhinol. & Laryngol., 1927, xxxvi, 
270. 

Tracheo-cesophageal malformations. J. BactGaLupo and 
M. J. VERGNOLLE. Rev. especialidades, 1926, i, 1103. 

Gummatous stenosis of the trachea; report of a case. 
R. M. Lukens. Ann. Otol., Rhinol. & Laryngol. 1¢27, 
XXXVi, 72. 

The diagnosis of foreign bodies in the lung. F. FE. Le- 
Jeune. New Orleans M. & S. J., 1927, Ixxix, 674. 

A grain of corn in the right main bronchus: removal by 
use of the bronchoscope. E.G.GriLt. Virginia M. Month., 
1927, liii, 792. 

bronchoscopic bead forceps. G. Tucker. Ann. Otol., 
Rhinol. & Laryngol., 1927, xxxvi, 274. 

Continuous endobronchial aspiration for drowned lung 
complicating eclampsia. F. Moore. Ann. Otol., 
Rhinol. & Laryngol., 1927, xxxvi, 270. 


b 
ti 
d 
pi 
in 
B. 
Ic 
th 
an 
A. 
Su 


BIBLIOGRAPHY OF CURRENT LITERATURE 103 


A study of acute upper respiratory infections. W. B. 
BLANTON. Virginia M. Month., 1927, liii, 787. 

Tobacco, alcohol, and cosmetics in their relation to the 
upper respiratory tract. W. FREUDENTHAL. Laryngoscope, 
1927, XXXVii, 217. 

The bronchoscopic treatment of bronchial asthma. M. 
A. Ramirez and A. V. St. GeorGe. Med. J. & Rec., 1927, 
CXXV, 327. 

Ether treatment of bronchitis. H. Kotier-Arsy. 
Schweiz. med. Wchnschr., 1926, lvi, 769. 

The thyroid and manganese treatment in acute pneu- 
monia. N. J. Rocue. Brit. M. J., 1927, i, 450. 

Non-tuberculous pulmonary disease. W. F. HAMILTON. 
Arch. Surg., 1927, xiv, 218. {21} 

Considerations on a case of pulmonary ameebiasis. R. 
Novaro and J. BaciGaLupo. Rev. Soc. de med. interna y 
Soc. de tisiol., 1926, ii, 653. 

A new case of bronchospirochetosis of Castellani. J. J. 
Virén, J. A. Cructant, and D. Vivo.t. Rev. Soc. de med. 
interna y Soc. de tisiol., 1926, ii, 617. 

Pulmonary streptothricosis. M. D. Levy. Texas State 
J. M., 1927, xxii, 683. 

Bronchoscopy in the general hospital. M. C. Myerson, 
Ann. Otol., Rhinol. & Laryngol., 1927, xxxvi, 253. 

The advantages and disadvantages of the proximally 
illuminated bronchoscope. S. YANKAUER. Ann. Otol., 
Rhinol & Laryngol., 1927, xxxvi, 133. 

Newer methods in bronchoscopy and cesophagoscopy, 
with special reference to the general practitioner. M. E 
Newman. N. York State J. M., 1927, xxvii, 294. 

A bronchoscopic pharyngeal suction tube. M. C. Myer- 
son. Ann. Otol., Rhinol. & Laryngol., 1927, xxxvi, 259. 

Peroral endoscopy. L. H. Crerr. Arch. Otolaryngol., 
1927, V, 269. 

The value of bronchoscopic examinations to the internist 
and the surgeon. W. S. Lemon, P. P. Vinson, F. W. 
GAARDE, H. J. Moerscu, and S. W. HARRINGTON. Minne- 
sota Med., 1927, x, 10. 21 

Bronchoscopic lipiodol instillation tubes. G. Tucker. 
Ann. Otol., Rhinol. & Laryngol., 1927, xxxvi, 272. 

The use of lipiodol in the diagnosis of pulmonary con- 
ditions. A. H. Bearp. Minnesota Med., 1927, x, 165. 

Bronchography: injection of iodized oil, 40 per cent. 
J. J. Stncer. Arch. Surg., 1927, xiv, 167. (21] 

Technique of bronchoscopic introduction of bismuth 
subcarbonate and iodized oil, 40 per cent, for pneumonog- 
raphy. G. Tucker. Arch. Surg., 1927, xiv, 175. (21) 

Pneumonography with iodized oil, 40 per cent, by the 
bronchoscopic method: the bronchial tree, with observa- 
tions made from roo injections. D. H. BALLON and H.C. Bat- 
Lon. Arch. Surg., 1927, xiv, 184. (21] 

Septic conditions of the chest: etiology and differential 
diagnosis. D. A. Stewart. Arch. Surg., 1927, xiv, oh 


The value of iodized oil, 40 per cent, in the diagnosis of 
pulmonary infections. E. W. ArcuiBatp. Arch. Surg., 
1927, xiv, 206. (21] 

Conclusions regarding the technique following 1,000 
intratracheal injections of iodized oil in adults. S. PRITCHARD, 
B. Wuyte, and J. K. M. Gorpon. Radiology, 1927, viii, 


104. 

The intratracheal injection of lipiodol through the crico- 
thyroid membrane: a description of the instrumentarium 
and technique. J. R. Heap. Ann. Otol., Rhinol. & Laryn- 
gol., 1927, xxxvi, 183. 

The surgical treatment of phthisis and bronchiectasis. 
A. T. Epwarps. Brit. M. J., 1927, i, 9. 

The rationale of operations helpful in promoting re- 
coveries from pulmonary tuberculosis. J. L. Yates. Arch. 
Surg., 1927, xiv, 369. [24] 


Accessory thoracoplastic operation for the collapse of 
large tuberculous cavities. E.S. Weties. Arch. Surg., 
1927, Xiv, 384. [ 

Lung compression and surgery of the lung for the relief 
of tuberculosis (symposium). P. K. Brown and L. Etors- 
ser. California & West. Med., 1927, xxvi, 335. 

The surgical treatment of pulmonary tuberculosis accord- 
ing to Leotta’s method. Policlin., Rome, 1926, xxxiii, sez. 
prat., 1787. 

Uncomplicated unilateral bronchiectasis: late results of 
extrapleural thoracoplasty. C. A. Hepsiom. Arch. Surg., 
1927, xiv, 389. [25] 

False lung abscess and lipiodol. H. P. Mosner. Laryn- 
goscope, 1927, xxxvii, 138. 

Postoperative lung abscess: an experimental study. S. 
A. Scuvueter and I. F. Arch. Surg., 1927, xiv, 


457: 
Medical aspects of the treatment of abscess of the lung. 
J. A. Mitter. N. York State J. M., 1927, xxvii, 43. [26] 
Pulmonary abscess and its treatment from the surgical 
standpoint. A. V.S. Lampert. N. York State J. M., 1927, 
xxvii, 47. [26] 
Two cases of stripping of the parietal pleura for pulmo- 
nary suppuration. F. Papin. Bull. et mém. Soc. méd. de 
chir., 1926, lii, [27] 
Chronic suppuration of the right lung; pleurolysis; cure 
maintained for six years. A. Courcoux, B. Drespias, and 
J. L. Roux-Bercer. Bull. et mém. Soc. méd. de chir., 
1926, lii, ro12. [27] 
The treatment of bronchial fistulz; report of a case. A. 
E. Hatsteap and H. F. Taurston. J. Am. M. Ass., 1927, 
Ixxxviii, 689. 

Report of three cases: (a) fibroma of the left bronchus: 
(b) ulcer of the right bronchus; (c) foreign body in the 
trachea and right bronchus. W. F. Zinn. Ann. Otol., 
Rhinol. & Laryngol., 1927, xxxvi, 278. 

Multiple cysts of the lung. W. F. Moore. Ann. Otol., 
Rhinol. & Laryngol., 1927, xxxvi, 263. 

The massive embolic form of acute secondary carcino- 
matosis of the lung. Lorprer and Turpin. Arch. méd.- 
chir. de l’appar. respir., 1926, i, 395. 

A case of grangrene of the lung. C. H. Waters. Ne- 
braska State M. J., 1927, xii, 110. 

Postoperative massive collapse of the lung. W. P. Hearn 
and L. H. Cierr. Arch. Surg., 1927, Ixxxv, 54. [28] 

Encysted pleurisy. J. Garripo-Lestacue. Pediat. 
espail., 1926, xv, 355. 

Two cases of streptococcal empyema treated by continu- 
ous aspiration. H. F. Turney. Lancet, 1927, ccxii, 601. 

Primary endothelioma of the diaphragmatic pleura. J. 
W. Tosfas. Rev. Soc. de med. interna y Soc. de tisiol., 
1926, ii, 547. 


Heart and Pericardium 


Rupture of the heart by indirect trauma in a 4-year-old 
boy. O. Sapuir. Am. J. M. Sc., 1627, clxxiii, 353. 

Surgery of the heart. Satrier. Zentralbl. f. Chir., 1926, 
liii, 2988. 

A contribution to the surgery of heart injuries by suture. 
J. Duscui. Muenchen. med. Wchnschr., 1926, Ixxiii, 1799. 


(sophagus and Mediastinum 


A new cesophageal bougie. M. C. Myerson. Ann. Otol., 
Rhinol. & Laryngol., 1927, xxxvi, 261. 

Diagnostic cesophagoscopy in ulcerations: report of 
cases. R. McKinney. Arch. Otolaryngol., 1927, v, 238. 

(Esophagoscopy and associated problems. H. R. Wat- 
KINS. Illinois M. J., 1927, li, 199. 


104 INTERNATIONAL ABSTRACT OF SURGERY 


Mega-cesophagus. A. SArGNoN. Arch. franco-belges de 
chir., 1926, xxix, 573. 

Cardiospasm. J. Mortey. Lancet, 1927, ccxii, 431. 

Spastic oesophagus and mucous colitis: etiology and 
treatment by progressive relaxation. E. Jacopson. Arch. 
Int. Med., 1927, xxxix, 433. 

Cicatricial (benign) stricture of the oesophagus; tabulated 
report of 186 cases. P. P. Vinson. Ann. Otol., Rhinol. & 
Laryngol., 1927, xxxvi, 40. 

Congenital atresia of the oesophagus. E. N. Broyres. 
South. M. J., 1927, xx, 232. 

Polyps of the cesophagus. P. P. Vinson. J. Am. M. Ass., 
1927, Ixxxviii, 923. 

Discussion on the treatment of cancer of the oesophagus. 
I. J. Srewarp, H. S. Sourrar, A. L. ABet, and T. Lay- 
TON. Proc. Roy. Soc. Med., Lond., 1927, xx, 241. [29] 

The dangers of radium irradiation of oesophageal car- 
cinoma. S. Frey. Zentralbl. f. Chir., 1926, liil, 1890. [30] 

The thymus gland; its growth, involution, and patholog- 
ical conditions. E. Boyp. Colorado Med., 1927, xxiv, 66. 

On the asserted non-existence of the age involution of the 
thymus gland. J. A. Hammar. Endocrinology, 1927, xi, 18. 

Thymic paroxysm in children and its prevention. E. A. 
Ponte. J. Michigan State M. Soc., 1927, xxvi, 145. 

The mediastinum: paths of extension of infection from a 
focus in the mediastinum. A. V. S. Lampert and F. B. 
Berry. Arch. Surg., 1927, xiv, 261. ] 

Mediastinal lues. F. E. Sayers. J. Indiana State M. 
Ass., 1927, XX, 102. 

Deep radiotherapy in tumors of the mediastinum. J. 
Prerquin and G. Ricnarp. Arch. méd.-chir. de l’appar. 
respir., 1926, i, 412. 


Miscellaneous 


Roentgenology as an investigational field in the mecha- 
nism and diagnostic significance of physical signs of the 
chest. R. A. Benpove. Am. J. M. Sc., 1927, clxxiii, 


322. 

Tender spots on the chest wall in angina pectoris. M. 
H. Kaun. Am. J. M. Sc., 1927, clxxiii, 363. 

Generalized non-traumatic subcutaneous emphysema. 
M. W. BLoomBerc. Canadian M. Ass. J., 1927, xvii, 336. 

Thoracic pain of pleural origin. A. Nario. Rev. méd. 
Lat.-Am., 1926, xii, 380. 

Chylothorax, with the report of a case. R. L. Fetts. 
South. M. & S., 1927, Ixxxix, 168. 

A case of bilateral traumatic chylothorax. F. LinpEN- 
BERG. Muenchen. med. Wchnschr., 1026, lxxiii, 1798. 

Non-tuberculous thoracic diseases; their differential 
diagnosis. M. Bernstern. Am. Med., 1927, xxxiii, 173. 

Hemoptysis of obscure origin: a critical account of two 
unusual cases. M. Davipson. Lancet, 1927, ccxii, 122. [30] 

The physiological effect of phrenic neurectomy. W. S. 
Lemon. Arch. Surg., 1927, xiv, 345. 30 

A teratoid tumor in the thoracic cavity. A. Busst. 
Policlin., Rome, 1927, xxxiv, sez. prat., 169. 

The surgical treatment of intrathoracic tumors and 
tumors of the chest wall. S. W. Harrincton. Arch. Surg., 
1927, xiv, 406. (31) 

Preliminary artificial pneumothorax in operations on the 
open chest, with clinical observations on the sensibility 
and reflexes of various parts of the lung and various meth- 
ods of anesthesia. L. ELorsser. Arch. Surg., 1927, xiv, 
438. (31) 


SURGERY OF THE ABDOMEN 


Abdominal Wall and Peritoneum 


Multiple symmetrical gangrene of the fat of the abdomi- 
nal wall in a case of alcoholic neuritis. L. M. WARFIELD. 
Ann. Clin. Med., 1927, v, 884. 

Hernia: a public health problem. E. ANpRews. Illinois 
M. J., 1627, li, 216. 

Umbilical herniz and herniz of the linea alba. M. Mr- 
LANO. Pediat. espai., 1926, xv, 332. 

The surgical treatment of congenital umbilical hernia. 
H. P. Saunpers. Illinois M. J., 1927, li, 204. 

— hernia of the semilunar line of Spigelius. 
Kk. ANGetettr. Arch. ital. di chir., 1926, xvii, 38. 

The hereditary factor in inguinal hernia. J.T. Morrison. 
Wisconsin M. J., 1927, xxvi, 145. 

An unusual hernia in the inguinal region. H. Banks. 
Brit. M. J., 1927, i 512. 

Inguinal and femorotubal, ovarian and tubo-ovarian 
hernia. A. P. Hetneck. Chicago M. Rec., 1927, xlix, 81. 

The question of the spontaneous cure of inguinal hernia. 
L. J. Leyrer. Zentralbl. f. Chir., 1926, liii, 2973. 

The surgical anatomy, differential diagnosis, and treat- 
ment of inguinal hernia. E. M. Frommer. Clin. Med. & 
Surg., 1927, Xxxiv, 179. 

Fundamental principles underlying the operative cure of 
inguinal hernia. M. G. Seetic. J. Am. M. Ass., 1927, 
Ixxxviii, 529. 

Strangulated hernia in a pseudo-hermaphrodite. G. 
Ratston. Brit. M. J., 1927, i, 463. 

Reduction en masse of strangulated hernia. R. Rept. 
Policlin., Rome, 1926, xxxiii, sez. prat., 1704. 

Strangulated hernia with subsequent complications. C. 
T. SoutHer. J. Med., Cincinnati, 1927, vii, 652. 


The modern treatment of hernia. G. Keynes. Brit. M. 
J., 1927, i, 173. [33] 

The duodenohepatic ligament and the lesser omentum. 
J. C. pet Campo. An. Fac. de med., Univ. de Monte- 
video, 1926, xi, 589. 

The passage of bacteria from the peritoneal cavity into 
the lymph and blood. B. SternperG and H. Gotpsrarr. 
Arch. Int. Med., 1927, xxxix, 449. 

Acute gonococcic peritonitis originating in the tube. 
Corte. Lyon chir., 1926, xxiii, 774. 

The production of experimental peritonitis and survival 
following the intraperitoneal injection of bacillus coli. B. 
STEmNBERG and H. Gotpstatr. Arch. Int. Med., 1927, 
xxxix, 446. 

Retractile mesenteritis and intestinal occlusion by an 
omental band. J. J. SPANGENBERG and O. Copetto. Arch. 
argent. de enferm. d. apar. digest., 1926, ii, 213. 

Echinococcus cyst of the omentum. R. P. REYNOLDS 
and J. A. Fercuson. Canadian M. Ass. J., 1927, xvii, 218. 

The pathogenesis of the so-called inflammatory tumors 
of the omentum. G. VicyAz6. Gyégy4szat, 1926, Ixvi, 
897. [33] 
Suture technique for abdominal closure in cases of drain- 
age. F. Reper. Ann. Surg., 1927, Ixxxv, 400. 


Gastro-Intestinal Tract 


The réle of roentgenology in medical education. II. 
Observations on the alimentary tract of the medical stu- 
dent. T. W. Topp. Am. J. Roentgenol., 1927, xvii, 305 

The study of the chronic gastro-intestinal case. C. 
Jewett. Clifton M. Bull., Clifton Springs, N. York, 1927, 
xiii, 11. 


. 
. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


The course and treatment of gastro-duodenal ulcer. A. 
GiRAULT. Med. Press, 1927, cxxiii, 196. 

The diagnosis of parasitic infections of the alimentary 
tract. R. Descurens. Presse méd., Par., 1927, xxxv, 3. 

Blood fibrin in upper gastro-intestinal tract obstruction. 
R. L. HApEN and T. G. Orr. J. Exper. Med., 1927, xlv, 427. 

The excretion of nitrogen after upper gastro-intestinal 
tract obstruction. R. L. HapEN and T. G. Orr. J. Exper. 
Med., 1927, xlv, 433. 

Gastro-intestinal diverticula. W. S. BAINBRIDGE. Texas 
State J. M., 1927, xxii, 560. 

Diverticula of the alimentary canal. Brit. M. J., 1927, i, 


513- 
Cancer of the gastro-intestinal tract. A. H. BurGess. 
Brit. M. J., 1927, i, 1. 34 
- Clinical studies of gastric function. A. L. BLOOMFIELD 
and C.S. Keerer. J. Am. M. Ass., 1927, Ixxxviii, 707. 

Experimental studies: on absorption, secretion, and ex- 
cretion: on the secretion and the absorption of dyestuffs 
by the stomach. I. On the secretion of dyestuffs into the 
stomach. K. Kospayasut. Acta scholae med. univ. imp., 
Kioto, 1926, viii, 465. 

Experimental studies on absorption, secretion, and ex- 
cretion. On the secretion and the absorption of dyestuffs by 
the stomach. II. Functional test of the stomach with dye- 
stuffs. K. Kosayasut. Acta scholae med. univ. imp., 
Kioto, 1926, viii, 489. 

Experimental studies on absorption, secretion, and ex- 
cretion. On the secretion and the absorption of the stomach 
III. On the absorption of dyestuffs by the stomach. K. 
Kopayasut. Acta scholae med. univ. imp., Kioto, 1926, 
viii, 501. 

The formation of a diaphragm from the transverse meso- 
colon for supporting the ptotic stomach. L. Losio. Arch. 
ital. di chir., 1926, xvii, 61. 

On so-called gastric hypertonus and gastroptosis, and 
atonic dilatation of the stomach. A. F. Hurst. Guy’s 
Hosp. Rep., Lond., 1927, Ixxvii, 22. 35 

Cardiospasm: report of a case in a boy of 12 years. S. J. 
SEEGER. Wisconsin M. J., 1927, xxvi, 154. 

Reverse waves in the pars pylorica of the stomach. W. 
C. Atvarez. J. Am. M. Ass., 1927, Ixxxviii, 472. 

Congenital hypertrophic pyloric stenosis. A. C. STRA- 
CHAUER. Ann. Surg., 1927, Ixxxv, 67. 

Pyloric obstruction in infants. S. D. Grrrtin. Ohio State 
M. J., 1927, xxiii, 137. 

Long-standing recovery from pyloric obstruction simu- 
lating cancer after a palliative gastro-enterostomy. ° 
GREEN. Ann. Surg., 1927, Ixxxv, 458. 

Hunger pain. C. L. Martin and F. T. Rocers. Am. J. 
Roentgenol., 1927, xvii, 222. 

Average values in gastric analyses. R. S. HuBBARD. 
Clifton M. Bull., Clifton Springs, N. York, 1927, xiii, 22. 

The chlorides of the gastric contents in relation to free 
acidity. S. MILver and F. B. Smirx. Lancet, 1927, ccxii, 


593- 

The histamine test in the diagnosis of gastric affections. 
P. Berri and M. WeEINBERGER. Riforma med., 1926, xlii, 
1205. 

A study of the secretory function of the stomach with 
injections of histamine. C. B. Upaonpo and L. V. SAN- 
curneTT1. Rev. Soc. de med. interna y Soc. de tisiol., 1926, 
ii, 628. 

Achylia gastrica and related conditions. 
HOOF. South. M. J., 1927, xx, 189. 

X-ray examination of the stomach. H. M. Hewtert. 
Med. J, Australia, 1927, i, 328. 

X-ray examination of the stomach and duodenum. C. C. 
Puitures and R. H. Larrerty. South. M. & S., 1927, 
Ixxxix, 162. 


D. VANDER- 


105 


Mistaken diagnosis of the stomach; gastroradiology as a 
common cause of diagnostic error. A. NAVARRO and E. 
Grenci. Arch. argent. de enferm. d. apar. digest., 1926, ii, 


193. 

Lipoma of the stomach. A. FE. BIancut. Rev. de la Soc. 
argentina de biol., 1926, ii, 47. 

The réle of the gastric and duodenal flora in disease of 
the stomach and bile passages. Bruerr. Zentralbl. f. 
Chir., 1926, liii, 1285. 

Phlegmonous gastritis; an anatomical and clinical study 
of two cases. K. A. Meyer, W. A. Bras, and C. Guy. 
Surg., Gynec. & Obst., 1927, xliv, 301. 

The etiology of gastric and duodenal ulcer. A. C. 
Douctas. Practitioner, 1927, cxviii, 182. 

ThHe*infecti element in gastroduodenal ulcers; its 
diagnosis ALBAN Rev. méd. de 
Barcelona, 1626, iii, 545. 

Clinical and radiological difficulties in the diagnosis of 
lesions of the prepylorus and posterior gastric wall, H. B. 
DEVINE: Med. J. Australia, 1927, i, 330. 

The mistaken diagnosis of gastric ulcer. J. B. DEAVER. 
J. Med. Soc. N. Jersey, 1927, xxiv, 153. 

Acute perforations of the stomach and duodenum. F. B. 
McCarty, Illinois M. J., 1927, li, 224. 

The effect of acute perforation on the course of peptic 
ulcer. A. McGLannan and H. F. BoncGarpt.  Surg., 
Gynec. & Obst., 1927, xliv, 390. 

Observations in five cases of perforated ulcer of the 
stomach and duodenum. PLisson, CLAVELIN, and Bré- 
cHoT. Bull. et mém. Soc. nat. de chir., 1926, lii, 1088. [37] 

Acute perforated gastric ulcer and treatment. L. G 
Corr. Atlantic M. J., 1927, xxx, 356. 

Gastroduodenal ulcers perforating into the free peri- 
toneal cavity. M. Matus. Bol. Soc. de cirug. de chile, 
1926, iv, 215. 

Spontaneous closure of certain perforations of the 
stomach into the free peritoneal cavity. G. AIGRorT. 
Presse méd., Par., 1927, XXXv, 35. 

Nerve proliferation in chronic gastric ulcer. M. Aska- 
NAZY. Schweiz. med. Wchnschr., 1926, lvi, 661. 

Syphilitic ulcerations of the stomach. B. Kwartin and 
C. Hevo. Arch. Surg., 1927, xiv, 566. 

The healing of gastric ulcer. F. W. Waite. Med. Clin. 
N. Am., 1927, x, 1383. 

The medical management of peptic ulcer. W. O. NisBet. 
South. M. & S., 1927, Ixxxix, 155. 

A few remarks on the medical aspect of gastroduodenal 
ulcer. J. KAurFMANN. Med. Clin. N. Am., 1927, x, 755. [37] 

X-ray findings in gastric and duodenal ulcer. W. H. 
Stewart. Med. Clin. N. Am., 1927, x, 761. [37] 

The surgical aspect of gastric and duodenal ulcer. H. 
Fiscner. Med. Clin. N. Am., 1927, x, 762. 

The pathological aspect of gastric and duodenal ulcer. 
G. L. Reemanenes. Med. Clin. N. Am., 1927, x, ee 


The treatment of hemorrhage in peptic ulcer. W. A. 
Bastepo. N. York State J. M., 1927, xxvii, 290. 

Pre-operative and postoperative treatment in patients 
with gastric and duodenal om R. F. Carter. Surg., 
Gynec. & Obst., 1927, xliv, 74. 39 

Surgery of gastroduodenal ulcer with reference to the 
technique and functional results. E. Arevont. Riforma 
med., 1926, xlii, 1184. 

Our experiences in the treatment of gastric and duodenal 
ulcer. A. VON EISELSBERG. Wien. klin. Wchnschr., 1926, 
XXxix, 709. (41] 

The surgical treatment of juxtapyloric ulcer. G. Bro- 
HEE. J. de chir. et Ann. Soc. belge de chir., 1926, p. 3. 

The surgical treatment of perforating gastric and duo- 
denal ulcer. G. S6pERLUND. Practitioner, 1927, cxviii, 171. 


106 INTERNATIONAL ABSTRACT OF SURGERY 


The division of the vagus and sympathetic nerves in the 
treatment of gastric ulcer. B. Scutasst. Arch. ital. di chir., 
1926, xvii, 1. 

Some points in the surgery of gastric and duodenal ulcers. 
H. S. Sourrar. Brit. M. J., 1927, i, sor. 

The etiology of internal incarceration after gastro- 
enterostomy. A. WINKELBAUER. Zentralbl. f. Chir., 1926, 
liii, 2642. 

Gastrectomy in ulcer of the stomach and — H. 
Osertuur. Presse méd., Par., 1927, Xxxv 

Failures after ulcer operation. Zentralbl. £. 
Chir., 1926, liii, 3026. 

Carcinoma of the stomach: the present status of the 
diagnosis and prognosis. G. B. EusterMAN and W. H. 
BUEERMANN. J. Am. M. Ass., 1927, lxxxviii, 295. [42] 

A case of colloid cancer of the stomach, with postmortem 
notes. B. N. Gupra. Calcutta M. J., 1927, xxi, 451. 

Gastro-enterostomy and intratumoral insertion of capil- 
laries of radium eraanation in cancer of the pyloric end of 
the stomach. I. Levin and B. Josep. Arch. Clin. Cancer 
Research, 1926, ii, 301. [43] 

Carcinoma of the stomach; gastrectomy; Horsley’s 
modification. A. Govarrtsras. Bol. Soc. de cirug. de 
Chile, 1926, iv, 208. 

Partial resection of stomach for carcinoma. H. Fiscuer. 
Ann. Surg., 1927, Ixxxv, 470. 

Carcinoma of stomach, nine years after operation. W. C. 
Scutey. Ann. Surg., 1927, Ixxxv, 471. 

Fibromyxosarcoma of the stomach in a case of neuro- 
fibromatosis (von Recklinghausen’s disease). H. Hart- 
MAN. Surg., Gynec. & Obst., 1927, xliv, 308. 

A clinic on surgery of the stomach. A. ScHwyzer. 
Minnesota Med., 1927, x, 77. 43| 

Hemorrhage after gastro-enterostomy. A. SCHLESINGER. 
Zentralbl. f. Chir., 1926, liii, 2709. 

The technique of gastro-intestinal section. D. Tappet. 
Ann. ital. di chir., 1926, v, 1183. 

Partial gastrectomy. J. S. Horstey. Surg., Gynec. & 
Obst., 1927, xliv, 215. [43] 

Congenital malformations of the intestine. R. AppEt- 
MANS. Rev. de chir., Par., 1926, xlv, 7209. 

Acute intestinal obstruction. S. Cali- 
fornia & West. Med., 1927, xxvi, 348. 

Acute intestinal obstruction due to intra-abdominal 
causes. Sir H. Gray. Brit. M. J., 1927, i, 179. 

Acute intestinal obstruction and its treatment. M. 
Matus. Bol. Soc. de cirug. de Chile, 1926, iv, 239. 

A case of intestinal obstruction. N. M. GHELLANI. 
Indian M. Gaz., 1927, lxii, 143. 

A case of intestinal occlusion due to ascaris. A. BACHECA. 
Policlin., Rome, 1926, xxxiii, sez. prat., 1707. 

Biliary ileus; considerations based on three cases. M. E. 
Moons. J. de chir, et Ann. Soc. belge de chir., 1926, p. 21. 

Enteromesenteric cysts. J. A. GREEN. Surg., Gynec. & 
Obst., 1927, xliv, 4or. 

The diagnosis of tuberculous ulcers of the bowel. J. T. 
Strawn and C. A. Sones. J. Iowa State M. Soc., 1927, 
Xvii, 90. 

Intestinal malignancy, report of two cases. L. W. 
Frank. Kentucky M. J., 1927, xxv, 113. 

Entero-enterostomy seven years after gastro-enteros- 
tomy. DeW. Sretren. Ann. Surg., 1927, Ixxxv, 3or. [45] 

The technique of a new and strictly aseptic method of 
entero-anastomosis. C. A. Perret. Surg., Gynec. & 
Obst., 1927, xliv, 378. 

A case of “‘Zuckergussdarm.” Muenchen. 
med. Wchnschr., 1926, lxxiii, 1482. 45 

Total ileus of the small intestine in thrombosis of the 
superior mesenteric artery. R. V. HERNANDEZ. Rev. de 
cirug., Buenos Aires, 1926, v, 568. 


The treatment of annular gangrene of the small bowel 
by invagination versus resection. J. E. Summers. Surg., 
Gynec. & Obst., 1927, xliv, 374. 

Non-specific granuloma of the small intestine. A. O. 
Witensky and E. Moscacowrrz. Am. J. M. Sc., 1927, 
clxxiii, 374. 

Incomplete duodenal obstruction or chronic arterio- 
mesenteric ileus. K. P. Neat. South. M. & S., 1927, 
Ixxxix, 159. 

Compression of the duodenum by the mesentery and the 
superior mesenteric vessels—an underlying cause of acute 
gastric dilatation. L. H. Stocums. Surg., Gynec. & Obst., 
1927, xliv, 359. 

Experimental chronic duodenal obstruction: technique 
and physiology. B. N. Bere, F. L. MELeney, and J. W. 
Josiinc. Arch. Surg., 1927, xiv, 752. 

Experimental chronic duodenal obstruction. II. Bac- 
teriology. F. L. Meteney, B. N. Bere, and J. W. JoBLinc. 
Arch. Surg., 1927, xiv, 762. 

Diverticula of the duodenum. A. FerRANNINI. Riforma 
med., 1926, xlii, 1213. 

Duodenal diverticulitis. N. J. Mactean. Ann. Surg., 
1927, Ixxxv, 73. 46 

A case of false diverticula of the duodenum. G. BrouErre, 
J. de chir. et Ann. Soc. belge de chir., 1926, p. 17. 

Acute duodenitis. G. SEGURA. Arch, argent. de enferm. 
d. apar. digest., 1926, ii, 204. 

Duodenal ulcer: a comparison of the roentgenological 
and histological findings. C. G. SurHeRLAND. Radiology, 
1927, Vili, III. [46] 

A case of perforating ulcer of the duodenum without 
antecedent symptoms. R. Davanzo and J. ARNELLO. Bol. 
Soc. de cirug. de Chile, 1926, iv, 231. 

Value of the X-ray in the diagnosis of perforated duo- 
denal ulcer. G. F. Corrie and O. B. Spatpinc. Ann. 
Surg., 1927, Ixxxv, 450. 

The treatment of duodenal fistula. C. Porrer. J. Am. 
M. Ass., 1927, Ixxxviii, 899. 

The posterior retrocolic gastro-enterostomy with entero- 
anastomosis between the distal lobe of the jejunum and 
the transverse colon. W. Noetzer. Zentralbl. f. Chir., 
1926, liii, 2657. 

Perforation of jejunal ulcer during operation for duodenal 
ulcer. A. ZENO. Rev. de medicina, 1926, i, 150. 

The ileocecal valve, especially the anatomical bases for 
its insufficiency. H. Scautrze. Zentralbl. f. allg. 
Path. u. path. Anat., 1926, xxxvii, 267. [47] 

Perforation of a simple ulcer of Meckel’s diverticulum; 
operation, recovery. J. Ercuecorry. An. Fac. de med., 
Univ. de Montevideo, 1926, xi, 621. : 

A case of inflammation of Meckel’s diverticulum with 
perforation. G. _— J. de chir. et Ann. Soc. belge de 
chir., 1926, p. 3 

The results - surgical treatment of ileocecal tuber- 
culosis. R. CHABRUT. Presse méd., Par., 1927, xxxv, 122. 

A spirochetic infection with necrosis. and perforation 
of the ileum. W. BroucutTon-Atcock. Proc. Roy. Soc. 
Med., Lond., 1927, xx, 704. 

End-to-end suture in ileocolectomy performed in a single 
operation. H. Larritre. Arch. franco-belges de chir., 
1926, xxix, 674. 

Megalocolon. D. Firta. Proc. Roy. Soc. Med., Lond., 
1927, XX, 530. 

A case of congenital megacolon. L. Morrav. Arch. 
franco-belges de chir., 1926, xxix, 835. 

The operative treatment of Hirschsprung’s disease: a 
new method. R. B. WapeE and N. D. Royte. Med. J. 
Australia, 1927, i, 137. 

Diverticulitis. L. 


R. Firtetp. Lancet, 1927, ccxii, 277. 
[47] 


d 
a 
2 
( 
H 
2 


BIBLIOGRAPHY OF CURRENT LITERATURE 107 


A roentgen-anatomical study of the colon on one 
hundred and fifty patients with pulmonary tuberculosis. 
B. Hatpert and H. L. Sampson. Am. J. Roentgenol., 
1927, xvii, 253. 47 

ic ulcerative colitis. S. Wenpkos. Med. J. & 
Rec., 1927, CxXxv, 379. 

Discussion on the diagnosis and treatment of colitis. 
A. F. Hurst, H. Taursrretp, W. Epcecomse, L. S. 
DupGEOoN, and others. Proc. Roy. Soc. Med., Lond., 1927, 
Xx, 367. 

Intramural abscess of the colon simulating carcinoma 
and secondary to adenoma. Sir C. GorpoN-WATSON and 
C..DukeEs. Proc. Roy. Soc. Med., Lond., 1927, xx, 255. (48) 

Carcinoma of the colon. R. P. Rowianps. Brit. M. J., 
1927, i, 95. 

A simple method of intestinal anastomosis illustrated by 
three diverse cases of its application to the large intestine. 
N. M. Dorr. Edinburgh M. J., 1927, xxxiv, Med.-Chir. 
Soc. Edinburgh, 55. 

Ectopy of the cecum in the surgery of the appendix. 
D. Det Vatte. Arch. argent. de enferm. d. apar. digest., 
1926, ii, 188. 

The surgery of chronic obstipation, particularly of the 
mobile cecum. SCHMIEDEN. Zentralbl. f. Chir., 1926, liii, 
2809. 

Gigantism of the appendix due to a mucoid cyst asso- 
ciated with biliary lithiasis. A. Gutierrez. Rev. de 
cirug., Buenos Aires, 1926, v, 572. 

Symptoms of chronic cholecystitis and appendicitis from 
a hepatoparietal membrane band. L. Acurtar. Bol. Soc. 
de cirug. de Chile, 1926, iv, 235. 

Acute appendicitis. J. F. Scorr. Northwest Med., 1927, 
XXvi, 162. 

Chills in acute appendicitis. R. Coir. Ann. Surg., 
1927, Ixxxv, 257. [49] 

Acute appendicitis in a child of 8 months. Crorster. 
Paris chir., 1926, xviii, 297. 

Two cases of appendiceal abscess in infants. A. S. 
Root. South. M. J., 1927, xx, 245. 

The mortality of acute appendicitis. J. B. Hunter. 
Brit. M. J., 1927, i, 508. 

A gangrenous appendix in a femoral hernia. J. A. 
MacMittan and F. B. MacMittan. J. Michigan State 
M. Soc., 1927, xxvi, 179. 

Chronic appendicitis simulating peptic ulcer. A. A. 
Satvin. Med. J. & Rec., 1927, cxxv, 372. 

A helpful adjunct in the treatment of appendicitis. E.M. 
Miers. J. Kansas M. Soc., 1927, xxvii, 80. 

Adenocarcinoma of the appendix. F. W. BANcrort. 
Ann. Surg., 1927, Ixxxv, 464. 

Retrograde appendicectomy. F. M. Capenat. Presse 
méd., Par., 1927, xxxv, 165. 

Entameebic abscess of the transverse colon. E. H. Poot. 
Ann. Surg., 1927, Ixxxv, 461. 

A solitary diverticulum of the sigmoid. C. W. Rown- 
TREE. Proc. Roy. Soc. Med., Lond., 1927, xx, 697. 

Resection of thaw and ’pladder for carcinoma with 
a five-year cure. DEW. Stetren. Ann. Surg., 1927, 
2 9 

"The recognition of cancer of the lower bowel. F. B. 
Cross. Ann. Clin. Med., 1927, v, 878. 

Innocent tumors of the rectum and colon. J. P. Lock- 
HART-MumM_ErY. Proc. Roy. Soc. Med., Lond., 1927, xx, 
250. [49] 

The treatment of rectal cancer. N. BARBILIAN and H. 
Vascoporinic. Gynec. si obst., 1926, v, 40. 

Anal and rectal pain. C. J. Drueck. Internat. J. Med. 
eg 1927, xl, 106: Med. Herald & Physiotherap., 1927, 

vi, 76. 


External hemorrhoids. C. J. Drueck. Am. Med., 1927, 
xxxiii, 157. 

Suture of the We on a physiological basis. B. 
Krents. Zentralbl. f. Chir., 1926, hit 2779. 


Liver, Gall Bladder, Pancreas, and Spleen 


Observations on diseases of the biliary tract. J. Bras, 
K. A. Meyer, and W. A. Bras. Illinois M. J., 1927, li, 
190. 

Diagnostic and therapeutic aid in biliary tract disease. 
E. W. Lirescuutz. Med. J. & Rec., 1927, cxxv, 321. 

Biliary surgery. De BEUuLE. j. de chir. et Ann. Soc. 
belge de chir., 1926, p. 25. 

Thirty-seven cases of operation on the bile passages. 
eee J. de chir. et Ann. Soc. belge de chir., 1926, 


* Clinical results attained in 5,000 non-surgical gall tract 
drainages. G. M. Nites. J. Med. Ass. Georgia, 1927, xvi, 94. 
Diseases of the liver and biliary passages, the clinical 
—- of some recent investigations. C. S. McVicar. 
N. York State J. M., 1927, xxvii, 109. 

The behavior of the creatinine bodies after narcosis and 
in diseases of the liver and spleen. M. Maronetiu. Poli- 
clin., Rome, 1926, xxxiii, sez. chir., 619. 

Some considerations of the pathology and yo in 
diseases of the liver and biliary tract. J. S. Diamonp. 
Med. Clin. N. Am., 1927, x, 1009. 

Modifications of the heamoleucocytic formula in diseases 
of the liver. V. GrupiceANpREA. Riforma med., 1926, 
xlii, 1161. 

Syphilis of the posterior surface of the liver and com- 
pression of the vena cava. J. J. SPANGENBERG and L, 
Munist. Rev. Soc. de med. interna y Soc. de tisiol., 
1926, ii, 588. 

Intrahepatic gall stones. H. Fiscuer. Ann. Surg., 1927, 
Ixxxv, 470. 

Considerations on hepatic abscess. G. Secura. Rev. 
Soc. de med. interna y Soc. de tisiol., 1926, ii, 636. 

The duodenal sound in the diagnosis of hydatid cysts of 
the liver. J. C. GALAN and J. P. Soronpo. Arch. argent. 
de enferm. d. apar. digest., 1926, ii, 223. 

Excision of protruding portions of the liver. C. R. H. 
Ticnporne. Brit. M. J., 1927, i, 423 

Partial resection of the right we " the liver for hepato- 
ma. H. Fiscner. Ann. Surg., 1927, Ixxxv, 467. 

A serous cyst in the suspensory ligament of the liver. 
CurroLiau. Bull. et mém. Soc. nat. de chir., 
1197. 51 

Experimental studies on bile. W. GUNDERMANN. Mitt. 
a. d. Grenzgeb. d. Med. u. Chir., 1926, xxxix, 353. 

Evaluation of the icterus index test in gastro-enterology. 
E. W. Liescuutz. N. York State J. M., 1927, xxvii, 301. 

The Van den Bergh reaction for serum bilirubin, with 
notes on interpretation and — W. W. Hatt. J. 
Lab. & Clin. Med., 1927, xii, 5 

Recent contributions to the cle of the gall bladder. 
W. H. Goopricu. J. Med. Ass. Georgia, 1927, xvi, 98. 

Absorption of dyes in the gall bladder of the rabbit. 
K. Nakasuima. Acta scholae med. univ. imp., Kioto, 
1926, ix, 225 

Studies on on mode of bile outflow. III. Research in bile 
outflow after the removal of the gall bladder. K. Naka- 
summa. Acta scholae med. univ. imp., Kioto, 1926, ix, 59. 

Radiological studies of the gall bladder. R. G. WATER- 
HOUSE. Virginia M. Month., 1927, liii, 798. 

Cholecystography—a method of oral administration of 
sodium tetra-iodophenolphthalein without the use of 
capsules or pills. J. S. Sproutt. Am. J. Roentgenol. 
1927, xvii, 316. 


i 


108 INTERNATIONAL ABSTRACT OF SURGERY 


The X-ray diagnosis of pathological conditions of the 
gall bladder. J. I. Brattsrorp. Brit. J. Radiol., 1927, 
xxxii, 81. 

The demonstration of the gall bladder in the roentgen 
picture by increasing its physiological functions. E. 
Racuwatsky. Med. Klin., 1926, xxii, 1218. 

Further studies in cholecystography. V. Knapp. Med., 
J. & Rec., 1927, Cxxv, 307. 

The present status of cholecystography, and remarks on 
the mechanism of emptying of the gall bladder. E. A. 
GrauaAm. Surg., Gynec. & Obst., 1927, xliv, 153: [51] 

Further observations on cholecystography. S. Moore. 
Med. J. & Rec., 1927, Cxxv, 260. [53] 

Estimation of the value of duodenal drainage for the 
diagnosis of biliary disease, based on the examination of 
fifty patients. L. Martin. Arch. Int. Med., 1927, xxxix, 


6. 
of the hydropic gall bladder. FErLDMANN. 
Schweiz. med. Wchnschr., 1926, lvi, 849. 

Cholecystitis. C. Anpré. Repert. de med. y cirug. 
1926, xvili, 140. 

Chronic cholecystitis: an analysis of one hundred con- 
secutive cases diagnosed with cholecystography and 
treated by cholecystectomy, in which the end-results 
were investigated. I. Y. Orca. Am. J. M. Sc., 1927, 
clxxiii, 368. 

Cholecystitis and its complications. A. NrwrTon. 
Med. J. Australia, 1927, i, 69. 

A pathological, clinical, and therapeutic study of the 
strawberry gall biadder. M. Cureay and I. Paver. Ann. 
d’anat. path., 1926, iii, 769. [53] 

The pathogenesis of biliary calculi. S. H. Mentzer. 
Arch. Surg., 1927, xiv, 14. 54] 

Two questions in biliary lithiasis. E. Daut-Iversen. 
Lyon chir., 1926, xxiii, 743 

Surgical "diseases of the ‘gall bladder. hog D. Brooks. 
J. Michigan State M. Soc., 1927, xxvi, 1 

The surgical pathology of the gall ‘ladder. V. G. 
Burpven. Ann. Surg., 1927, Ixxxv, 239. [54] 

Internal drainage of the gall bladder asa routine 
operative procedure; report of too cases. W. A. STEEL. 
Surg., Gynec. & Obst., 1927, xliv, 393- 

Some of the problems encountered in operations on the 
gall bladder and bile ducts. E. S. Jupp. J.-Lancet, 1927, 
xlvii, 97. 

Cholecystectomy and cholecystostomy. Tyrcar. J. de 
chir. et Ann. Soc. belge de chir., 1926, p. 12. 

Indications for cholecystectomy and cholecystostomy. 
M. Roussret. J. de chir. et Ann. Soc. belge chir., 1926, 


Gall-bladder surgery with reference to the unrelieved 
cases. R. M. Harsin. J. Med. Ass. Georgia, 1927, xvi, 


demonstration of re-formation of the 
gall bladder after cystectomy. J. Crrron. Med. Klin., 
1926, xxii, 1491. 

Traumatic rupture of the biliary ducts; localized chole- 
peritoneum: intervention; recovery. G. Lecterc and P. 
Lecéne. Bull. et mém. Soc. nat. de chir., 1926, lii, 55] 


The relation of gall stones to cancer of the extrahe oa 
bile passages, and a contribution on the migration of gall 
stones and hydrops of the biliary passages. R. Lorzin. 
Arch. f. klin. Chir., 1926, cxxxix, 525. [55] 

The clinical —s of obstructive diseases of the com- 
mon bile duct. S. Weiss. Med. Clin. N. Am., 1927, x, 
118 

The recurrent obstruction of the common bile duct 
by a blood clot. F. W. Bancrort. Ann. Surg., 1927, 
XXXV, 405. 


A case of successful substitution of hardened calf’s 
artery for the common duct. VoceL. Zentralbl. f. Chir., 
1926, liii, 2996. 

An experimental study of the lymphatic theory of pan- 
creatitis. M. KAurMANN. Surg., Gynec. & Obst., 1927, 
xliv, 15. 

The clinical aspects of acute pancreatitis. H. BatLey 
Brit. M. J., 1927, i, 367. 

An infrequently considered method of exposing the 
pancreas in acute pancreatitis. F. Stein. Zentralbl. f. 
Chir., 1926, liii, 2844. 

Acute postoperative pancreatitis. A. J. BeNGoLEA and 
A. J. Paviovsky. Arch. argent. de enferm. d. apar. 
digest., 1926, ii, 179. 

Pancreatic cyst with diabetes. A. R. Timme. California 
& West. Med., 1927, xxvi, 349. 

Cysts of the tail of the pancreas. L. DELREz. J. de chir. 
et Ann. Soc. belge de chir., 1926, p. 31. 

Subcutaneous rupture of the pancreas: pancreatic 
pseudo-cyst. L. DeLrez. J. de chir. et Ann. Soc. belge de 
chir., 1926, p. 28. 

Digestive hyperleucocytosis in the dog before and i 
splenectomy. A. C. Ferrart. Policlin., Rome, 1926, 
xxxili, sez. med., 665. 

Spleens from Gaucher’s disease and lipoid-histiocytosis: 
the chemical analysis. W. Bioom and R. Kern. Arch. 
Int. Med., 1927, xxxix, 456. 

Splenectomy in the blood diseases, the so-called spleno- 
megalies, and the infectious splenic tumors. H. HERFARTH. 
Beitr. z. klin. Chir., 1926, cxxxvii, 744. 

Unilocular cyst of the spleen. L. W. Frank. Ann. Surg., 
1927, Ixxxv, 360. 

A case of operatively cured thrombophlebitic tumor of 
the spleen. R. RAUCHENBICHLER. Deutsche Ztschr. f. 
Chir., 1926, cxeviii, 411. 


Miscellaneous 


Abdominal palpation by practitioners. H. LeHmMAnn. 
1926: Leipzig, Repertorienverl. 

Intra-abdominal foreign bodies. F. NAVARRO. Bol. Soc. 
de cirug. de Chile, 1926, iv, 203. 

Pains of parietal origin simulating visceral disease. EF. 
Moscucowirz. J. Am. M. Ass., 1927, Ixxxviii, 897. 

An address on pain in the lower abdomen. G. WILson. 
Canadian M. ie infect 1927, xvii, 285. 

Transphrenic infection: report of ten cases. H. L. Breve. 
Arch. Surg., 1927, xiv, 240. [57] 

Late results following a left lumbar contusion: sub- 
phrenic abscess; pylephlebitis: death nine months after 
the accident. TAVERNIER. Lyon chir., 1926, xxiii, 648. 

57 

Subphrenic abscess complicating appendicitis: the 
report of a case. O. J. Serpert. J. Med., Cincinnati, 
1927, Vili, 33. 

Acute non-tuberculous iliopsoas abscess. LERoy LonG 
and L. D. Lonc. J. Oklahoma State M. Ass., 1927, xx, 
68 


The roentgen-ray treatment of abdominal and pelvic 
tuberculosis. F. A. Forp. Minnesota Med., 1927, x, 15 
58 


Abdominal manifestations of Hodgkin’s disease: report 
of cases. G. P. Mutter and R. S. Borers. J. Am. M. Ass., 
1927, Ixxxvili, 301. 58 

Retroperitoneal lymphoblastoma simulating a kidney 
neoplasm. C. P. Matu&. J. Urol., 1927, xvii, 357. 

Diaphragmatic hernia in a woman. R. H. Hunter 
Brit. M. J., 1927, i, 463. 

Phrenicectomy and abdominal tonus. A. BERNoU. 
Presse méd., Par., 1927, Xxxv, I15. 


( 
\ 
I 
n 
g 
x 
a 
fc 
B 
ul 


BIBLIOGRAPHY OF CURRENT LITERATURE 


109 


GYNECOLOGY 


Uterus 


The uterine musculature of mammals. M. SHinaGAwa. 
Acta scholae med. univ. imp., Kioto, 1926, ix, 177. 

Roentgen-ray examination of uterus and fallopian tubes 
with iodized oil. E. C. SreINARTER and S. Brown. J. 
Am. M. Ass., 1927, Ixxxviii, 917. 

Metrosalpingographic roentgen study of the anatomy 
and physiology of the uterine cavity and of the fallopian 
tube. S. A. RetnBerc and O. I. Arnstam. Fortschr. a. 
d. Geb. d. Roentgenstrahlen, 1926, xxxv, 54. 

Gonorrhoeal metritis. A. StrepEy. Gynécologie, 1926, 
XXV, 705. 

A histological study of chronic endometritis. A. Scar- 
PELLO. Arch. di ostet. e ginec., 1926, xiii, 398. 

Intramural abscess of the uterus, with report ofa case. 
D. Ferner. Am. J. Obst. & Gynec., 1927, xili, 323. 

The interpretation of abnormal uterine bleeding. E. H. 
RIcHARDSON. South. M. J., 1927, xx, 199. 

The water content of neoplasms of the uterus. G. 
Tesauro. Arch. di. ostet. e ginec., 1926, xiii, 385. 

A uterine tumor of doubtful nature, with ideas of ref- 
erence and thought reading. A. RANDLE and E. MAPOTHER. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 629. 

Biological principles in the treatment of uterine myoma. 
M. HENKEL. Surg., Gynec. & Obst., 1927, xliv, 365. 

Indications and contra-indications for actinotherapy for 
fibromyomata of the uterus. M. Spine tut. Rev. frang. de 
gynéc. et d’obst., 1926, xix, 645. 

The treatment of uterine fibroids and bleeding cases, 
with particular reference to radiation methods. C. F. 
Burnam. New Orleans M. & S. je 1927, Ixxix, 477. [59] 

The surgical indications in fibroid uteri. W. A. N. 
Dortanp. Illinois M. J., 1927, li, 219. 

The incidence of carcinoma of the uterus among Jewish 
women. A. Horwitz. Surg., Gynec. & Obst., 1927, xliv, 


355: 

Biological studies of cancer of the uterus. G. TESAURO. 
Arch. di ostet. e ginec., 1926, xiii, 433. 

Carcinoma of the cervix uteri as treated in the gyneco- 
logical department of the University Hospital (Series II, 
1919-1923). J. G. CLark and L. K. Fercuson. Am. J. 
Obst. & Gynec., 1927, xiii, 144. 59 

Carcinoma of the cervix uteri, a clinical and pathological 
study. C. F. Frunmann. Am. J. Obst. & Gynec., 1927, 
xiii, 174. (66) 

A decennium of radium-roentgen therapy of carcinoma 
of the uterus. Actinoterapia, 1926, v, 305. i 

The treatment of cancer of the cervix by radium. O. B. 
Wicut. Northwest Med., 1927, xxvi, 136. 

Radium therapy in carcinoma of the cervix. W. P. 
Heaty. N. York State J. M., 1927, xxvii, 116. [60] 

A new type of applicator for use in the treatment of 
malignancy of the cervix. I. I. Kaptan. Am. J. Roent- 
genol., 1927, xvii, 360. 

A snare for electrothermic amputation of the uterine 
cervix preceding radium applications in certain cases of 
carcinoma. G. E, PranLer. Am. J. Roentgenol., 1927, 
xvii, 361. 

Carcinoma of the cervix uteri: its operative prognosis: 
a clinical and pathological study to ascertain the prognosis 
following operation for extirpation of the malignant 
process. K. H. Martztorr. Bull. Johns Hopkins Hosp., 
Balt., 1927, xl, 160. 

Hydatidiform mole complicated by perforation of the 
uterine wall and secondary chorio-epithelioma of the 


a P. B. BLanp. Am. J. Obst. & Gynec., 1927, ial 
189. 60 
Remarks on the late disadvantages of fundal hysterec- 
tomy. L. Mayer. Bruxelles-méd., 1927, vii, 34. 


Adnexal and Periuterine Conditions 


Conservative treatment of diseased adnexa. J. JARcHO. 
Clin. Med. & Surg., 1927, xxxiv, 175. 

Contributions on the treatment of inflammatory utero- 
adnexal lesions with autovaccine. P. PaveLescu. Gynec. 
si obst., 1926, v, 12. 

Contributions on the treatment of utero-adnexitis with 
Delbet’s vaccine. $. CoOLDENBERG-BAYLER and S. Tovaru. 
Gynec. si obst., 1926, v, 52. 

The treatment of inflammatory adnexal disease with 
roentgen rays. L. ScHoennoiz. Zentralbl. f. Gynaek., 
1926, |, 2428. 

Conservative operations in inflammatory lesions of the 
adnexa. C. DANIEL. Gynec. si obst., 1926, v, 3. 

Histological changes in transplanted ovaries in animals. 
R. Catvanico. Rassegna internaz. di clin. e terap., 1926, 
vii, 585. 61 
Calcification of the ovary: report of case. R. O. Bric- 
HAM. J. Am. M. Ass., 1927, Ixxxviii, 699. 

Is there any reason for changing our principles in the 
operative treatment of inflammatory adnexal tumors? 
R. KELter. Bull. Soc. d’obst. et de gynéc. de Par., 1926, 
XV, 61 
Papillary cystadenoma of the ovary in a child. J. L. 
Hoizman. Northwest Med., 1927, xxvi, 164. 

Clinical and histological study of cystoma of the ovary. 
G. Perrott. Arch. di ostet. e ginec., 1926, xiii, 420. 

Dermoid cyst of the ovary revealed by roentgenography. 
Hustin. J. de chir. et Ann. Soc. belge de chir., 1926, p. 27. 

A case of malignancy in a dermoid cyst of the ovary. 
D. S. Forster. Canadian M. Ass. J., 1927, xvii, 322. 

Fibroma of the ovary; thrombophlebitis of the utero- 
ovarian veins. J. INFANTOzzI. Rev. de medicina, 1926, i, 
168. 
Krukenberg tumors and their practical problems. J. 
Jarcuo. Am. J. Obst. & Gynec., 1927, xiii, 288. 

Malignant tumors of the ovary; a contribution to the 
study of their origin. A. J. Bencoira and A. J. PAvLov- 
sky. Rev. de cirug., Buenos Aires, 1926, v, 529. 

The diameter of the interstitial portion of the tube in 
the human. W. Zorn. Zentralbl. f. Gynack., 1926, 1, 
3064. 

External Genitalia 

Elephantiasis of the vulva. HuprLo and Rasur. 
Presse méd., Par., 1927, xxxv, 129. 

Infection of the vagina by Vincent’s spirilla complicat- 
ing pregnancy and the puerperium. H. R. Rosinson. 
Texas State J. M., 1927, xxii, 687. 

The criteria for operation on vesicovaginal fistula. E. 
Bunster. Bol. Soc. de cirug. de Chile, 1926, iv, 198. 

Large vesicovaginal fistula; cloaca operation. R. FE. 
Horrman. Clin. Med. & Surg., 1927, xxxiv, 201. 

Melanotic sarcoma of the clitoris. I. Ivens. J. Obst. & 
Gynec. Brit. Emp., 1927, xxxiv, 91. 

Combined scissors and needle holder for the operation of 
colpoperineorrhaphy. McK. McCutiaucu. J. Obst. & 
Gynec. Brit. Emp., 1927, xxxiv, 101. 


110 


Miscellaneous 


An address (in abstract) on the functions of a woman’s 
clinic. J. W. Witttams. Canadian M. Ass. J., 1927, xvii, 
282. 

Gynecology from the clinical point of view. E. DUNLAP. 
South. M. J., 1927, xx, 202 

Biology and pathology of the female. A handbook of 

gynecology and obstetrics: J. HALBAN and L. Serrz. Part 

Ill. The relations between the skin and the female 
genitalia: J. Novak. The relation of infectious disease 
to normal and abnormal changes in the female genitalia: 
J. Novak. The relation between respiratory diseases and 
the female generative organs: M. WEINBERGER. 1926: 
Berlin, Urban & Schwarzenberg. 

Anomaly of the development of the internal genitalia 
simulating an inflammatory form of utero-adnexitis. C. 
Vercest. Clin. Ostet., 1926, xxviii, 659. 

Cases of medicolegal interest in the practice of gyne- 
cology. F. J. McCann. Lancet, 1927, ccxii, 491. 

Backbone from the standpoint of the gynecologist. G. 
C. Warp. Am. J. Surg., 1927, ii, 257. 

Some clinical aspects of sterility. R. S. S. SraTHam. 
Bristol M.-Chir. J., 1927, xliv, 41. 


INTERNATIONAL ABSTRACT OF SURGERY 


A consideration of some of the aspects of sterility. G. L. 
Moencn. Am. J. Obst. & Gynec., 1927, xiii, 334. 

Premenstrual hyperthermia from neuroglandular dys- 
tonia. G. Avezzu. Policlin., Rome, 1926, xxxiii, sez. med., 
647. 

Psychic amenorrhoea. EK. A. BuLLARD. Am. J. Obst. & 
Gynec., 1927, xiii, 

A contribution to the pathology and causation of 
dysmenorrhoea. B. Wuirenouse. J. Obst. & Gynec. 
Brit. Emp., 1926, xxxiii, 607. [62] 

Some results obtained’ with parathyroid extract in the 
control of idiopathic menstrual bleeding. E. ALLEN, E. L. 
ComPERE, Jr., and W. C. Austin. Am. J. Obst. & Gynec., 
1927, xiii, 156. [62] 

The roentgen-ray treatment of benign gynecological 
— P. Werner. Am. J. Obst. & Gynec., 1927, reai 

[63 

Wandoiing endometrioma. R. Davies. Med. J. 
Australia, 1927, i, 373. 

Endometrial tumors of laparotomy scars. G. W. 
— J. Obst. & Gynec. Brit. Emp., 1926, xxxiii, 

[63] 

“Bladder protection in gynecological operations. C. B. 

Grirritus. Urol. & Cutan. Rev., 1927, xxxi, 155. 


OBSTETRICS 


Pregnancy and Its Complications 


Precocious pregnancy: report of eight cases. H- 
Dirrrick. J. Am. M. Ass., 1927, Ixxxviii, 722. 

The time of ovulation and the prognosis of artificial 
insemination. O. Grosser. Am. J. Obst. & Gynec., 1927, 
xiii, 356. 

A ‘new scrum test of pregnancy. G. V. Secre. Gior. 
batteriol. e immunol., 1926, i, 681. 

The evaluation of the various signs of early pregnancy. 
G. L. Morencu. Med. Herald & Physiotherap., 1927, xlvi, 

2, 

The diagnostic value of the bilirubinamia of pregnancy. 
A. MAnperstamM and L. NoGrixorr. Monatsschr. f. 
Geburtsh. u. Gynack., 1926, Ixxiii, 297. 

The corpus luteum of pregnancy as an aid in differentiat- 
ing between a smooth fibroma and pregnancy during a 
laparotomy. R. Araya. Rev. méd. Lat.-Am., 1926, xii, 


320. 
Prenatal care. A. B. Davis. N. York State J. M., 1927, 
235. 
1 gee cure during pregnancy. F. H. Garcfa. Clin. 
y lab., 1926, xii, 488. 
Placenta circumvallata. J. W. WitLiaMs. Am. J. Obst. 
& Gynec., 1927, xiii, 1 [64] 
“a disease and pregnancy. Brit. M. J., 1927, i, 


and pregnancy. C. G. Lambie. Edinburgh 
M. J., 1927, xxxiv, Edinburgh Obst. Soc., 43. 

A study of 300 pregnant — women having a four- 
plus Wassermann reaction. J. R. McCorp. Am. J. Obst. 
& Gynec., 1927, xiii, 389. 

Purpura hemorrhagica complicating pregnancy—report 
of a case. H. W. Horrenstein and W. O. KLIncMAN. 
Am. J. Obst. & Gynec., 1927, xiii, 375. 

Adrenalin in the urine of the pregnant patient. A. 
Marta. Clin. dstet., 1926, xxviii, 645. 

Genito-urinary complications of pregnancy. E. L. 
YEAKEL. J. Oklahoma State M. Ass., 1927, xx, 69. 

The treatment of hyperemesis gravidarum, with par- 
ticular reference to the use of glucose and insulin: report 


of eighteen cases. E. G. WATERS. Am. J. Obst. & Gyncc., 
1927, Xili, 92. 64) 

The toxaemias of pregnancy and the treatment of 
eclampsia. J. W. Wittiams. J. Am. M. Ass., 1927, 
Ixxxviii, 449. 

Interferometric studies of endocrine decomposition dur- 
ing pregnancy under normal and pathological conditions 
(eclampsia and hyperemesis gravidarum). HeLimutu. 
Deutsche med. Wchnschr., 1926, lii, 1892. 

The course of uranium nitrate intoxications in pregnant 
dogs. W. pEB. MacNiper, S. T. Hetms, and S. C 
in LMS. Bull. Johns Hopkins Hosp., Balt., 1927, xl, 145. 

Tuberculous peritonitis in pregnancy. A. VASSALLO. 
Clin. ostet., 1926, xxviii, 653. 

Ectopic pregnancy. Brit. M. J., 1927, i, $%4. 

A review of 100 cases of ectopic pregnancy. D. DouGat. 
Med. Press. 1927, cxxiii, 231: Lancet, 1927, ccxii, 602. 

Extra-uterine pregnancy. B. C. Harpman. Canadian 
M. Ass. J., 1927, xvii, 297. 

Combined intra-uterine and extra-uterine pregnancy. 
E. M. Griut1am. Surg., Gynec. & Obst., 1927, xliv, 414. 

A case of ectopic gestation burst into the abdomen 
simulating an abdominal tumor reaching up to the level 
of the umbilicus. J. C. Cuarrerjer. Calcutta M. J., 
1927, xxi, 455. 

Peritoneal inundation of obscure causation: invisible 
and non-hemorrhagic tubal pregnancy. R. BoNNEAU. 
Presse méd., Par., 1927, xxxv, 133. 

A case of superfactation. J. Ruppet. J. Obst. & Gynec. 
Brit. Emp., 1927, xxxiv, 93. 

Bacillus abortus infection in a human being. W. D. 
Lane. Clin. Med. & Surg., 1927, xxxiv, 200. 

The legislation of abortion. M. H. Kann. Am. Med., 
1927, XXxiii, 175. 

Genital sterilization, interruption of pregnancy, and 
tuberculosis. TURENNE. Rev. méd. d. Uruguay, 1926, 
xxix, 309. 

Two cases of interruption of pregnancy. Poury. Rev. 
méd. d. Uruguay, 1926, xxix, 305. 

Uterine myoma complicating pregnancy. V. L. FER- 
Guson. Brit. M. J., 1927, i, 463. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


Uterine fibroma, bilateral dermoid cysts, and extra- 
uterine pregnancy. T. Mimaitescu. Gynec. si obst., 
1926, V, 57- 

Fibroma of the uterus in pregnancy. 
Clin. ostet., 1926, xxviii, 664. 

Vesicular mole complicated by eclampsia. M. Brouna. 
Bruxelles-méd., 1927, vii, 387. 


P. TAGLIAFERRO. 


Labor and Its Complications 


Improving obstetrics by the division of labor. H. 
SELLHEIM. Deutsche med. Wchnschr., 1926, lii, got. [64] 

Observations on the indications for the induction of 
labor. P. Connan and R. Owen-Jones. J. Obst. & 
Gynec. Brit. Emp. -» 1927, XXxiv, 83. 

A case of injury to the placenta during Krause’s method 
of induction. J. H. Ropinson. Lancet, 1927, ccxii, 653. 

Counting the fetal heart beat. J. B. De Le. J. Am. M. 
Ass., 1927, Ixxxviii, 1000. 

Endo-uterine injection of physiological solution as a 
substitute for the amniotic fluid. B. M. Crerroni. Clin. 
ostet., 1926, xxviii, 668. 

Bradytocia: a study based on 500 cases in the Chicago 
Lying-In Hospital. D. A. Horner. Surg., Gynec. & Obst., 
1927, xliv, 194. 

The mechanism of labor in contracted labor. HI. The 
generally contracted pelvis. P. Scuumacner. Arch. f. 
Gynaek., 1926, cxxix, 146. 

Rupture of the umbilical cord during labor. A. Matusov- 
szky. Zentralbl. f. Gynack., 1926, 1, 3044. 

Version in obstetrics. Brit. M. J., 1927, i, 516. 

Forceps delivery. E. L. Cornety. Surg., Gynec. & 
Obst., 1927, xliv, 221. 

A case of central laceration of the perineum during labor. 
A. Firtppone. Clin. ostet., 1926, xxviii, 654. 

The delivery of the membranes in normal labor. F. 
KEANE. Practitioner, 1927, cxviii, 195. 

Delayed hemorrhage following delivery and abortion. 
O. Franku. Arch. f. Gynaek., 1926, cxxix, 87. [65] 

Obstetrical shock; hypotension and transfusion. O. 
Dauwe. Bruxelles-méd., 1927, vii, 378. 

The bacterial content of the uterus at caesarean section. 
J. W. Harris and J. H. Brown. Am. J. Obst. & Gynec., 
1927, Xiii, 133. 

‘Two cwsarean operations in the course of labor. 
CAUWENBERGHE. Bruxelles-méd., 1927, vii, 317. 

Cesarean section by a new method. G. L. BropHeEap, 
i. G. Lancrock, and C. S. B. Cassasa. N. York State 
J. M., 1927, xxvii, 281. 


VAN 


Puerperium and Its Complications 


Secondary suture of third degree oe tears D. Put- 
VERMACHER. Zentralbl. f. Gynack., 1926, 1, 3074. 

Pulmonary embolism ig childbirth. P 
son. Brit. M. J., 1927, i, 4 

Pulmonary embolism following childbirth. G. W. V. 
Parry. Brit. M. J., 1927, i, 564. 


. HENDER- 


Itt 


Changes in the lochial secretion following vaginal and 
uterine examinations. H. KurstNer. Ztschr. f. Geburtsh. 
u. Gynaek., 1926, xc, 13. [65] 

An address on puerperal infection. Str E. MAcLEaN. 
Canadian M. Ass. J., 1927, xvii, 3. 

The fallacy of the present treatment of the postpar- 
turient breast. W. W. VAN Dotsen. Am, J. Obst. & 
Gynec., 1927, xiii, 236. [66] 


Newborn 


A case of petechial hemorrhages in the lungs and heart 
of an unborn child. S. Smira. Lancet, 1927, ccxii, 6or. 

Intracranial haemorrhage in the newborn. N. C. 
Womack. South. M. J., 1927, xx, 183. 

Observations regarding intracranial hemorrhage in the 
newborn. W. SHarpe. N. York State J. M., 1927, xxvii, 
296. 

Report of a case of hydrops neonatorum. W. J. STEVENS. 
Canadian M. Ass. J., 1927, xvii, 333. 

A hair encircling a finger at birth. J. J. Snipes. J. Am. 
M. Ass., 1927, Ixxxviii, 921. 

An ischiopagus. L. F. Fisner, P. C. TRAver, and T. J. 
Swantz. J. Am. M. Ass., 1927, ‘Ixxxviii, 1001. 

Acardiac monsters with complete rac hischisis. M. VAN 
Neck and R. Poncetet. Arch. franco-belges de chir., 
1926, xxix, 622. 


Miscellaneous 


What are the special needs of the modern maternity? 
J. B. De Lee. Mod. Hosp., 1927, xxviii, 59. 

Pitfalls in obstetrical practice. P. FinpLtey. Nebraska 
State M. J., 1927, xii, 100. 

Thirty-six years’ work at the Rotunda Hospital: an 
obstetrical review. D. G. Mapitx. Irish J. M. Sc., 1927, 


54. 

The “anatomia infantis” of Gabriel De Zerbi. LER. 
Crummer. Am. J. Obst. & Gynec., 1927, xiii, 352. 

A human ovum 13! days old intact in the uterus and 
obtained by operation. H. Stieve. Jahrb. f. Morphol. u. 
mikroskop. Anat., a. vii, 295. [66] 

The value of the dnctgtenmapte and dermatological 
method for the uniovular diagnosis of twins. P. J. WAAR- 
DENBURG. Klin. Wchnschr., 1926, v, 2115. 

Comparative studies of the blood of the mother and 
child. Von Orrtincen. Arch. f. Gynack., 1926, cxxix, 
115. 67) 

The osmotic resistance of the erythrocytes and the liven 
contents of the mother and child. R. Hornunc. Deutsche 
med. Wehnschr., 1926, lii, 1849. 

Spontaneous rupture of a cesarean scar. H. C. WILLIAM- 
son. Am. J. Obst. & Gynec., 1927, xiii, 391. 

The scar in cwsarean section: with a report of two cases 
of rupture of the uterus. C. E. D’Arcy. Med. J. Australia, 
1927, i, 333- 

Endometrial tissue in the abdominal scar following 
cesarean section. O. H. Scuwarz. Am. J. Obst. & 
Gynec., 1927, Xiii, 331. 


GENITO-URINARY SURGERY 


Adrenal, Kidney, and Ureter 


The diagnosis of adrenal tumors. T. E. Gipson. Cali- 
fornia & West. Med., 1927, Xxvi, 201. 

Cellular oxidation in some tissues of suprarenalecto- 
mized animals. O. Pico Estrapa and S. M. NeuscHLosz. 
Rev. Soc. argent. de biol., 1926, ii, 597. 


The subject of the relation of the right kidney and 
the appendix. S. RoLanpo. J. d’urol. méd. et chir., 1926, 
xxii, 482. 

Repair versus removal of a ruptured kidney. J. FE. 
Cannapay. Internat. J. Med. & Surg., 1927, xl, 104. 

Renal ureteral anomalies. Verwiac. J. d’urol. méd. et 
chir., 1926, xxii, 501. 


112 INTERNATIONAL ABSTRACT OF SURGERY 


Malformations of the kidneys. K. Werner. Ztschr. f. 
urol. Chir., 1926, xx, 429. 
The pre-operative diagnosis of horseshoe kidney. H. L. 
KretscuMer. J. Am. M. Ass., 1927, Ixxxviii, 77. 
Bilateral pyelo-ureterograms: a new conception of the 
rationale. A. Marres. J. Am. M. Ass., 1927, Ixxxviii, 16. 
69 


The primary contracted kidney. M. A. Brincrs. Med. 
Times, 1927, lv, 67. 

Renal enervation in the treatment of the lesser pains of 
uronephrosis. J. J. GazzoLo. Rev. méd. Lat.-Am., 1926. 
xii, 394. 

Nephrec tomy for uronephrosis with an arterial anomaly. 
R. Spurr. Rev. especialidades, 1926, i, 958. 

Congenital hydronephrosis in two brothers. L. E. 
PAGLIERE. Rev. especialidades, 1926, i, 938. 

The etiology of secondary hydronephrosis or pyone- 
phrosis. B. Lagueur. Ztschr. f. urol. Chir., 1926, xxi, 17. 

Hydronephrosis of the left kidney due to stricture of the 
pelvi-ureteral junction. D. S. Davies. Proc. Roy. Soc. 
Med., Lond., 1927, xx, 722. 

The pathogenesis of renal tuberculosis. C. W. EBEr- 
BACH. J. Urol., 1927, xvii, 233. 

The diagnosis of renal tuberculosis: report of cases. 
W. FE. Stevens. J. Am. M. Ass., 1927, Ixxxviii, 71. [69] 

Closed renal tuberculosis. C. A. R. Nrrcu. Proc. Roy. 
Soc. Med., Lond., 1927, xx, 719. 

Closed renal tuberculosis. C. Jott and H. P. W. Waite. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 721. 

Surgical treatment of chronic pyelonephritis. W. F. 
Braascu. J. Urol., 1927, xvii, 113 

Renal carbuncle. W. G. BALL. Proc. Roy. Soc. Med., 
Lond., 1927, xx, 716. 

Nephrolithiasis—a clinical study of seventy-one cases. 
D. N. E1rsenpratuH. Surg., Gynec. & Obst., 1927, xliv, 317. 

Jackstone calculi. J. Evertmcr. Proc. Roy. Soc. Med., 
Lond., 1927, XX, 717. 

A pyelogram showing a large calculus as an area of lesser 
density in a renal pelvis filled with sodium iodide solution. 
V. Z. Cope. Proc. Roy. Soc. Med., Lond., 1927, xx, 717. 

Renal hematuria. Sir A. BALL. Irish J. M. Sc., 1927, 
101. 

: The significance of renal hamaturia in surgery. P. 
BaLKANy1. Med. Klin., 1926, xxii, 1367. 

An infarct of a unilateral fused kidney mistaken for 
appendicitis. IE. Makar. Zentralbl. f. Chir., 1926, liii, 
2077: 

Telangiectasis of the kidney simulating renal tumor. 
P. A. Jacoss and W. RosenBerG. J. Urol., 1927, xvii, 337. 

A case of polycystic kidney in a woman. G. CAra- 
JANNOPOULOS. J. d’urol. méd. et chir., 1926, xxii, 484. 

Tumor in the kidney region. R. C. Jewessury. Proc. 
Roy. Soc. Med., Lond., 1927, xx, 537. 

An unusual case of tumor implantation following 
nephrectomy for papillary cystadenoma. W. A. FRontz. 
J. Urol., 1927, xvii, 121. 

Renal papillary haemorrhage. M. Muscuat. Med. J. 
& Rec., 1927, Cxxv, 170. 

Anatomicopathological and clinical observations on 
mixed tumors of the kidney, with particular reference to 
adenosarcoma. I. Groya. Arch. ital. dichir., 1926, xvii, 97. 

Adenocarcinoma of the kidney. W. G. Baty. Proc. 
Roy. Soc. Med., Lond., 1927, xx, 715. 

Squamous carcinoma of the renal pelvis associated with 
renal calculus. Sir J. THOMSON-WALKER. Proc. Roy. Soc. 
Med., Lond., »927, xx, 720. 

Embryonic sarcoma of the kidney. E. G. SLESINGER. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 719. 

Medical diathermy in kidney disease. G. KOLISCHER. 
Clin. Med. & Surg., 1927, xxxiv, 184. 


<2 relative sensitivity of the kidney to irradiation. 

H. P. Dous, A. Botiicer, and F. W. Hartman. Radi- 
ology, 1927, viii, 142. 

A lateral paraperitoneal incision in renal surgery. PATEL, 
CreysseL, and Vacnry. Presse méd., Par., 1927, xxxv, 


130. 

The effect of ether anesthesia on renal function. W. H. 
Haines and L. F. Mituiken. J. Urol., 1927, xvii, 147. 

Compensatory hypertrophy and renal hyperfunction. 
L. AmBarb. J. d’urol. méd. et chir., 1926, xxii, 491. 

An unusual arrangement of double ureter. J. EVeRIDGE. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 717. 

Ectopic ureteral openings: report of a case. R. H. 
Hersst and H. J. Potkry. J. Urol., 1927, xvii, 61. [69] 

Chronic ureteritis. H. W. HowArp and M. LeCoca. 
Northwest Med., 1927, xxvi, 154. 

Necrosis of the ureter, perforation, periureteral abscess. 
N. P. Ratupun. J. Urol., 1927, xvii, 329. 

Ureteral stricture in the male and female; with particular 
reference to the symptoms and diagnosis. H. L. Toison. 
Surg., Gynec. & Obst., 1927, xliv, 43. [69] 

Stricture of the ureter in males: a report of thirty-one 
cases. N. F. OckerRBLAD. J. Am. M. Ass., 1927, Ixxxviii, 
544. 

A new ureteral dilator. G. R. Livermore. J. Urol., 
1927, XVii, 393. 

Nephropexy for the relief of ureteral kinks associated 
with ptosis. C. E. Burrorp. J. Am. M. Ass., 1927, Ixxxviii, 


541. 

Stone in the ureter. J. Besson. Northwest Med., 1927, 
xxvi, 157. 

A large ureteral calculus. V. Z. Cope. Proc. Roy. Soc. 
Med., Lond., 1927, xx, 716. 

A new forceps for the removal of an impacted ureteral 
calculus. W. C. Stirtinc. J. Am. M. Ass., 1927, Ixxxviii, 
924. 

Permanent ureteral catheterization after ureterolithot- 
omy. CastraNo and A. AstrAcpr. Rev. especialidades, 


1926, i, 947. 


Bladder, Urethra, and Penis 


The late results after an operation for exstrophy of the 
bladder. T. A. Ropinson and G. S$. Foutps. Brit. J. 
Surg., 1927, xiv, 529. [70] 

Atlas of cystoscopy. O. KNEISE. 1926: Leipzig, Thieme. 

A critique of modern cystoscopes: presentation of an 
instrument embodying new features. H. H. Younc. J. 
Urol., 1927, xvii, 17. 

The aging bladder. S. W. Moorneap. Therap. Gaz., 
1927, xliii, 179. 

The determination of bladder pressure with the cystom- 
eter: anew principle in diagnosis. D. K. Rose. J. Am. 
M. Ass., 1927, Ixxxviii, 151. 7 

Diverticula of the urinary bladder. H. J. Potkey. 
Urol. & Cutan. Rev., 1927, xxxi, 135. 

Diverticv'a of the bladder. A. Trerny. Paris chir., 
1926, xviii, 280. 

Cystitis—a diagnostic scapegoat. W. E. Lower. 
Ohio State M. J., 1927, xxiii, 211. 

Tuberculosis of the bladder and kidney. A. FULLERTON. 
Irish J. M. Sc., 1927, p. 5. [71] 

Inoperable urethrovesicovaginal fistula cured by 
simultaneous double ureteral transplantation into the 
pelvic colon by the Coffey technique. C. N. HAtnes. 
Atlantic M. J., 1927, xxx, 357. 

A case of lateral ureterocystostomy. T. E. HAMMOND. 
Proc. Roy. Soc. Med., Lond., 1927) X, 718. 

The Tolson punch electrode. R. V. Day. J. Urol., 1927, 


Xvii, 391. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


The treatment of tumors of the urinary bladder. H. 
Wave. Edinburgh M. J., 1927, xxxiv, Med.-Chir. Soc. 
Edinburgh, 1. [71] 

Recent radium treatment of bladder tumors. E. L. 
Keyes. J. Urol., 1927, xvii, 205. 

Total extirpation of the cancerous bladder. F. MERTENS. 
Zentralbl. f. Chir., 1926, liii, 2989. 

Anatomical and histological study of the verumontanum 
with especial reference to the ejaculatory ducts. J. F. 
McCartny, J. S. Rirrer, and P. Kiemperer. J. Urol., 
1927, XVii, I [7 

Congenital hypertrophy of the verumontanum as a cause 
of urinary retention. W. W. Rosinson. J. Urol., 1927, 
xvii, 381. 

Operation for traumatic rupture of urethra in the male. 
F. A. Bestey. Surg., Gynec. & Obst., 1927, xliv, 372. 

Prolapse of the urethra in female children. T. N. Hep- 
BURN. Surg., Gynec. & Obst., 1927, xliv, 400. 

The significance of the roentgen procedure in the diag- 
nosis and control of the treatment of urethral diseases. 
I. Lancer. Urol. & Cutan. Rev., 1927, xxxi, 27. [73] 

The technique of external urethrotomy. J. De MEn- 
— Arch. brasil. de med., 1926, xvi, 703. 

A simplified and bloodless meatotomy. S. M. GELLErT. 
Urol. & Cutan. Rev., 1927, xxxi, 176. 

Epithelioma of the penis. N. W. Green. Ann. Surg., 

1.927, Ixxxv, 460. 


Genital Organs 


Surgical treatment of prostatic abscess. 
California & West. Med., 1927, xxvi, 332. 

Prospects of the prostatic. A. RAaNpALL. J. Indiana 
State M. Ass., 1927, Xx, 47. 

What shall be done with the prostatic? D. N. E1sen- 
DRATH. Illinois M. J., 1927, li, 227. 

An unusual accident following massage of the prostate. 
I. Castano. Rev. especialidades, 1926, i, 953. 

Prostatic nodes—their clinical significance. N. E. 
AronstaM. J. Michigan State M. Soc., 1927, xxvi, 155. 

Pre-operative care of patients with prostatic obstruc- 
tions. B. A. Tomas. J. Urol., 1927, xvii, 87. [73] 

Postoperative care of patients after prostatectomy. 
W. H. Kinney. J. Urol., 1927, xvii, 93. 

Perineal prostatectomy. B. A. Hayes. J. Oklahoma 
State M. Ass., 1927, xx, 62. 

Vasotomy as a treatment of vesiculitis and epididymitis. 
R. Spurr. Rev. especialidades, 1926, i, 969. 

A case of torsion of the spermatic cord. R. DAvANnzo 
and J. ARNELLO. Bol. Soc. de cirug. de Chile, 1926, iv, 234. 

Undescended testicle; with special reference to Torek’s 
method of orchidopexy. H. W. Meyer. Surg:, Gynec. 
& Obst., 1927, xliv, 53. [/4 

The undescended testis: an ex 
study. O. H. WANGENSTEEN. Arc 

Embryonal carcinoma of abdominal testis. 
Am. J. Surg., 1927, ii, 251. 

Repetition in the same patient of traumatic rupture of a 
varicocele. CaAsTaNo and A. Rev. especiali- 
dades, 1926, i, 956. 


N. G. HAte. 


srimental and clinical 
. Surg., 1927, xiv, 663. 
H. Mitcu. 


113 


Miscellaneous 


A review of urological surgery. A. J. Scnort, E. S. 
Jupp, L. D. Keyser, G. S. Fouxps, and others. Arch. 
Surg., 1927, xiv, 772. 

Urology and its borderlands: a treatise for practicing 
physicians. V. Brum, A. GLINnGAR, and T. 
1926: Vienna, Springer. 

Impotency, sterility, psychopathology. J. L. 
McCartney. Therap. -» 1927, xliii, 173- 

Urogenital ailments of middle age. H. W. Ek. WALTHER. 
New Orleans M. & S. J., 1927, Ixxix, 646. 

Incontinence of urine after micturition; affections of the 
genital organs. Serratacn. J. d’urol. méd. et chir., 
1926, xxii, 471. 

A new use of the phenolsulphonephthalein test. J. C. 
NecLey. J. Urol., 1927, xvii, 307. 

The radiological examination of the urinary tract. 
W. W. Gareratra and J. R. Ripper. Urol. & Cutan. 
Rev., 1927, XXxi, [74] 

Some common difficulties in radiological diagnosis of 
urinary J. M. Repprinc. Urol. & Cutan. Rev., 
1927, XXxi, 14 

Pollakiuria. W. G. ScnuLte. Northwest Med., 1927, 
XXvi, 159. 

An unusual case of pyuria with complicating jaundice 
and oedema. R. M. Greentuat. Arch. Pediat., 1927, 
xliv, 196. 

A case of chyluria. KE. CastaNo and A. Astrratpr. Rev. 
especialidades, 1926, i, 943. 

Purpura of the urinary tract. J. . Getsincer. Virginia 
M. Month., 1927, liii, 772. 

The réle of the acidogenic bacillus in urinary affections. 
G. Crritto. J. d’urol. méd. et chir., 1926, xxii, 479. 

Some anatomical factors in urinary infections. W. G. 
BALL. Proc. Roy. Soc. Med., Lond., 1927, xx, 285. [74 

The prophylaxis of venereal disease; especially of syph- 
ilis with the aid of arseno-benzol. G. Piccarpr. Policlin., 
Rome, 1927, xxxiv, sez. prat. 163. 

The abortive treatment of acute gonorrhoea with intra- 
venous injections of glucose. G. Icuox. Rev. med.-cirurg. 
do Brasil, 1926, xxxiv, 473. 

An unusual complication of gonorrhoea. R. Spurr. 
Rev. especialidades, 1926, i, 964. 

A preliminary report on the employment of certain con- 
stituents of the gonococcus in the treatment of gonorrhoea 
and of other constituents in tests of cure. E. C. LAMBKIN, 
L. Dimonp, and W. J. Ropertson. J. Roy. Army Med. 
Corps, Lond., 1927, xlviii, 161. 

The treatment of acute gonorrhoea with antise in 
gelatine. R. D. Herrotp and H. Cutver. J. M. 
Ass., 1927, Ixxxviii, 459. 

Histology and mortality in tumors of the prostate, 
bladder, and kidney. A. J. Scuoty. California & West. 
Med., 1927, xxvi, 185. [75] 

Deep roentgen-ray and radium therapy in malignant 
disease of the genito-urinary tract. H. Younc and 
C. A. Waters. Am. J. Surg., 1927, ii, tort. 

The concentration of the bl urea in surgery. A. 
Covarrtsias. Bol. Soc. de cirug. de Chile, 1926, iv, 237. 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


Conditions of the Bones, Joints, Muscles, 
Tendons, Etc. 


A consideration of posture and its relation to bodily 
mechanics. H. L. ScHurmeter. Am. Med., 1927, xxxiii, 143. 


The mechanopathology of the bones. Knorr. Ztschr. 
f. orthop. Chir., 1926, xlvii, 1or. 
Studies of the transmicroscopic structure of organic 


bodies. I. Studies of the arrangement of the inorganic 


substances in the bones and dentine by means of the X-ray. 


114 INTERNATIONAL ABSTRACT OF SURGERY 


S. Funaoka. Acta scholae med. univ. imp., Kioto, 1926, 
ix, 37. 

The X- -ray in diseases and injuries of the skeleton. E. A. 
Smira. Wisconsin M. J., 1927, xxvi, 141. 

The effects of malnutrition on the osseous and nervous 
system of the child. E. L. Horcer. J. South. Carolina 
M. Ass., 1927, xxiii, 311. 

A physiological study of the wa supply of the diaph- 
ysis. R. W. Jounson, Jr. J. Bone & Joint Surg., 1927, 
1x, 153. 6 

Experimental bone marrow reactions. II. Normoblas- 
tosis produced by India ink. The influence of pregnancy on 
this phenomenon. G. L. Mutter. J. Exper. Med., 1927, 
xlv, 399. 

Unusual forms of periosteal elevation. S. KARELI?z. 
Am. J. Dis. Child., 1927, xxxiii, 394. 

Osteomyelitis. Brit. M. J., 1927, i, 516. 

Osteomyelitis, acute and chronic, a study of fifty-eight 
cases. C. C. Garr. Kentucky M. J., 1927, xxv, 80 

Infective osteomyelitis in roentgenographic pictures. 
G. Catro. Policlin., Rome, 1926, xxxiii, sez. chir., 597. 

The principles underlying the rational treatment of 
acute osteomyelitis. A. O. WiLensky. Ann. Surg., 1927, 
Ixxxv, 428. 

Paget’s disease with renal calculi. C. P. G. WAKELEY. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 544. 

The controversy concerning the disease picture of 
abnormal idiopathic fragility of the bones (idiopathic 
osteopsathyrosis). W. STEINHAEUSER. Beitr. z. klin. Chir., 
1926, Cxxxvii, 770. 

Bone tumors: their classification and roentgen appear- 
ance. G. W. Hotmes. Northwest Med., 1927, xxvi, 7 

6 


Multiple myelomata of the bones. DerHAarven and 
Cauen. J. de chir. et Ann. Soc. belge de chir., 1926, p. 29. 

Multiple myeloma of unusual type with widely dis- 
seminated metastases of small size. A. G. NICHOLLS. 
Canadian M. Ass. J., 1927, xvii, 301. 

Peculiar behavior of giant-cell tumors. C. C. CHATTER- 
Ton and A. E. FLAGsrap. J. Bone & Joint Surg., 1927, ix, 
[76| 

Studies on the blood calcium and phosphorus in arthri- 
tis. I. W. Nacutas. J. Bone & Joint Surg., 1927, ix, 37. an 

The red cell count in arthritis. E. G. Petrce and R. 
Pemperton. Arch. Int. Med., 1927, xxxix, 421. 

The red cell count in arthritis. C. Y. Crourer and F. A. 
Cajort. Arch. Int. Med., 1927, xxxix, 429. 

Discussion on climacteric arthritis. R. L. J. LLEWELLYN, 
J. B. Burt, H. W. Crowe, F. G. THomson, and others. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 511. 

Osteo-arthritis and rheumatoid arthritis. W. J. M«pe-- 
TON. Med. Press, 1927, cxxiii, 216. 

The etiology and pathology of chronic deforming ar- 
thritis. J. V. Barrow. California & West. Med., 1927, 
xxvi, 323. 

A clinical and roentgenological study of high colonic 
irrigations as used in the therapy of —. and chronic 
arthritis. R. G. SNypEeR and S. FineMan. Am. J. Roent- 
genol., 1927, xvii, 27. [77] 

The role of the capsule in joint contractures: with 
especial reference to subperiosteal separation. D. SILVER. 
J. Bone & Joint Surg., 1927, ix, 96. [77] 

Regencration of the synovial membrane following typical 
synovectomy. W. E. Wotcort. J. Bone & Joint Surg., 
1927, ix, 67. . 78 

The effect of galvanism in the treatment of denervated 
muscle. N. D. Royte. Med. J. Australia, 1927, i, 409. 

The repair processes in wounds of tendons and in tendon 

grafts. J. H. GArtock. Ann. Surg., 1927, lxxxv, 92. [78] 


Accidental lesions from cutting machines. P. Buon- 
santi. Chir. d. organi di movimento, 1926, xi, 163. 

The care of crippled children in Oklahoma. E. D. 
McBribe. J. Oklahoma State M. Ass., 1927, xx, 60. 

A review of 450 roentgen-ray examinations of the 
shoulder. J. M. KiNG, Jr., and G. W. Hotmes. Am. J. 
Roentgenol., 1927, xvii, 214. 

The cause of anomalies of the limbs. J. A. Prres DE 
La. Rev. méd. de Barcelona, 1926, iii, 551. 

A case of spontaneous intracapsular rupture of the ten- 
don of the long head of the biceps brachialis. Frtvez and 
LecEne. Bull. et mém. Soc. nat. de chir., 1926, lii, a8 


Primary tuberculosis of the intratendinous bursa of the 
olecranon. F. Vircitto. Chir. d. organi di movimento, 
1926, xi, 130. 

The treatment of bone and joint infections of the 
fingers. H. W. Orr. Nebraska State M. J., 1927, xii, 104. 

A splint for overcoming contractures of the fingers. 
A. H. Montcomery. Surg., Gynec. & Obst., 1927, xliv, 


404 

Backache, H. C. Scnumm. Wisconsin M. J., 1927, 
XXvi, 137. 

Backache from the standpoint of the orthopedist. N. 
Attison. Am. J. Surg., 1927, ii, 261. 

Sacro-iliac strains and displacements and their treat- 
ment. W. B. Snow. Internat. J. Med. & Surg., 1927, xl, 
107 

a on the deep muscles of the back, with reference 
to infantile paralysis. I. M. Tompson. Canadian M 
Ass. J., 1927, Xvil, 317. 

Headache due to arthritis of the cervical spine. C. S. 
Hotsroox. South. M. J., 1927, xx, 225. 

Two cases of difficult ‘diagnosis involving the cervical 
spine. J. ARNELLO. Bol. Soc. de cirug. de Chile, 1926, iv, 225. 

Chronic recurring osteomyelitis of the vertebral column. 
G. WieLE. Med. Klin., 1926, xxii, 1492. 

Osteochondritis of the vertebral body. J. Bucuman. 
J. Bone & Joint Surg., 1927, ix, 55. [79] 

Changes in the roentgen-ray cardiac shadow resulting 
from tuberculosis of the vertebra. J. L. Duprow. J. Am. 
M. Ass., 1927, Ixxxviii, 696. 

Heliotherapy in relation to the treatment of tuberculosis 
of the spine in children. R. K. Goormiey. J. Am. M. 
Ass., 1927, Ixxxviii, 289. [79| 

A curious anomaly spine. R. B. 
Dittesunt and R. E. Fisner. J. Am. M. Ass., 1927, 
Ixxxviii, 1000. 

A supportive ‘ea for protecting the wound after 
spinal operations. H. Jessen. Zentralbl. f. Chir., 1926, 
liii, 3045. 

The diagnosis of affections of the hip. E. S. Hontan. 
Pediat. espaii., 1926, xv, 317. 

Some diagnostic problems in the hip in early life. J. A. 
Key. J. Am. M. Ass., 1927, Ixxxviii, 82. (80) 

The end-results of coxa plana. A. T. Lecc. J. Bone & 
Joint Surg., 1927, ix, 26. [80 

Arthritis of the hip and the osteomyelitis of adolescence 
— late childhood. J. Piquer. Rev. de chir., Par., 1926, 

v, 767. 

A case of gonococcal arthritis with pathological disloca- 
tion of the hip joint. E. H. Scuwas. Lancet, 1927, ccxii, 


544- 

A case of tuberculous disease of the hip joint. K. Ram. 
Indian M. Gaz., 1927, Ixii, 146. 

Report of three cases of injury to the right knee. G. M. 
Waite. Canadian M. Ass. J., 1927, xvii, 334 

A new case of congenital bilateral absence of the patell 
combined with bilateral pes equinus. M. SaLacut. 
Policlin., Rome, 1926, xxxiii, sez. chir., 640. 


13 


] 
] 
/ 
n 
I 
oO 
x 
K 
J 
he 
Br 
R. 
22’ 
ap] 
sys 
Pa 


BIBLIOGRAPHY OF CURRENT LITERATURE 115 


Chronic ulcers of the tibia. Lancet, 1927, ccxii, 494. 

Rupture of the quadriceps tendon. H. D. SONNEN- 
SCHEIN. Med. J. & Rec., 1927, cxxv, 3 hg 

Bilateral avulsion of the entines tendon. Husricu. 
Med. Klin., 1926, xxii, 1648. 

Disturbances of the metatarsal arch. P. Lewin. J. 
Am. M. Ass., 1927, Ixxxviii, 994. 

Types of shoes. A. SCHANZ. Ztschr. f. orthop. Chir., 
1926, xlvii, 485. 


Surgery of the Bones, Joints, Muscles, 
Tendons, Etc. 


The end-results of immediate active mobilization in the 
treatment of joint injuries. C. WitteMs. Practitioner, 
1927, Cxviii, 48. 80] 

Tendon suture following injuries. E. BAUMANN. Zen- 
tralbl. f. Chir., 1926, liii, 3037. 

The management of a torn extensor tendon at the end of 
the finger. A. KIRCHENBERGER. Med. Klin., 1926, xxii, 1640. 

Skin graft for web fingers. W. C. SCHLEY. Ann. ‘Surg. a 
1927, lxxxv, 473- 

The operative treatment of spastic torticollis. FoERSTER. 
Zentralbl. f. Chir., 1926, liii, 2804. 

Albee’s operation in Pott’s disease in the adult. A. 
Gutttemin. Arch. franco-belges de chir., 1926, xxix, 775. 

Osteoplastic support of the spine in Pott’s disease. 


R. R. Wreven. Ann. Surg., 1927, Ixxxv, 35. [80] 
An operation for stabilizing paralytic hips. F. D. 
Dickson. J. Bone & Joint Surg., 1927, ix, 1. [81] 


Some contributions to the reconstructive surgery of the 
hip. E. W. Hey Groves. Brit. J. Surg., 1927, xiv, tal 
81 


Transplantation of the greater trochanter. U. CAMERA. 
Arch. franco-belges de chir., 1926, xxix, 765. 

Chopping injuries of the knee joint and the clinical and 
medicosocial importance of their early treatment. W. 
Laves. Arch. f. orthop. u. Unfall-Chir., 1926, xxiv, 397. 

A new method of amputating the leg by primary section 
of the bones. Dupuy DE Frenette. Paris chir., 1926, 
xviii, 273. 

The operative lengthening of the tibia and fibula. 
L. C. Assorr. J. Bone & Joint Surg., 1927, ix, 128. [82] 

A new instrument for opening plaster casts. S. W. 
Kettey. Am. J. Surg., 1927, ii, 268. 

Subastragaloid arthrodesis in paralytic foot. Nové- 
JossERAND and Contarcyris. Lyon chir., 1926, xxiii, 783. 

Removal of the metatarsal head for hallux valgus and 
hallux rigidus. G. Perkins. Lancet, 1927, ccxii, 540. 


Fractures and Dislocations 


Fractures. J. L. Yates. Wisconsin M. J., 1927, xxvi, 
134. 


Various fractures: practical notes on their treatment. 
M. Lancwortuy. Northwest Med., 1927, xxvi, 1. [83] 

The open treatment of fractures. M. S. HENDERSON. 
Illinois M. J., 1927, li, 31. 83 

Some methods of proved value in fracture treatment. 
C. G. McManon. Nebraska State M. J., 1927, xii, ot. 

Steel wire as a bone suture; experimental investigations 
on the healing of foreign bodies in the organism and on the 
influence of different types of wire upon callus formation. 
M. Lance. Ztschr. f. orthop. Chir., 1926, xlvii, 510. 

Explosive fractures of the upper end of the humerus. 
L. C. Kinney and A. E. Ettiotr. Radiology, 1927, viii, 
245. 

Osteosynthesis of the radius. F. Opazo. Bol. Soc. de 
cirug. de Chile, 1926, iv, 229. 

Colle’s fracture. F. F. McGaurey. N. York State J. 
M., 1927, xxvii, 299. 

The treatment of fractures of the spine with cord 
injury. H.C. Narrzicer. Northwest Med., 1927, 9. 

84] 


Traumatic separation of the sacro-iliac joint and 
symphysis pubis. M. T. Koven. Am. J. Surg., 1927, ii, 
266. 


Fracture of the rim of the acetabulum. B. Koven. 
Am. J. Surg., 1927, ii, 267. 

A method for preventing reluxation after reduction of 
luxations of the hip and for treating congenital subluxa- 
tions of the hip. M. Lance. Ztschr. f. orthop. Chir., 
1926, xlvii, 565. 

Isolated avulsion fracture of the lesser trochanter of 
the A. Jacosson. Klin. Wehnschr., 1926, v, 
212 

Fracture of the femur. J. M. Hirzror. Am. J. Surg., 
1927, ii, 28. [84] 

Fractures of the neck of the femur. DrescarPEN TRIES. 
Arch. franco-belges de chir., 1926, xxix, 711. 

Fractures of the shaft of the femur. W. K. West. J. 
Am. M. Ass., 1927, Ixxxviii, 2109. [84] 

The treatment and results of fractures of the upper end 
of the femur in adults (excluding the shaft). S. L. Hiccs, 
Pro>. Roy. Soc. Med., Lond., 1927, xx, 441. [84] 

Fracture of the patella. J. W. Davis. Mil. Surgeon, 
1927, Ix, 314. 

A contribution to the study of fractures of the patella. 
M. J. Luque. Repert. de med. y cirug., 1926, xvii, 66. 

Detachment of the tibia in a child of 13 years. M. VAN 
Neck. Arch. franco-belges de chir., 1926, xxix, 832. 

Fractures of the ankle joint and of the lower end of the 
tibia and fibula. FE. L. Gitcrerst. J. Am. M. Ass., 1927, 
Ixxxviii, 223. 

The prognosis in fractures of the os calcis. A. Mapas. 
Brit. M. J., 1927, i, 510. 

Ambulatory method of treatment of fracture of big toc. 
H. I. Barnarp. Colorado Med., 1927, xxiv, 81. 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


Blood Vessels 


Thrombo-angiitis obliterans. Sir W. I. pe C. WHEELER. 
Brit. M. J., 1927, i, 225. 

Thrombo-angiitis obliterans in association with syphilis. 
R. P. Smiru and D. W. Patterson. Brit. M. J., 1927, i, 
227. 

Buerger’s disease: what ought one to understand by the 
appearance of trophic symptoms originating in the vascular 
system? G. Boyer and G. Tuipautt. Presse méd., 
Par., 1927, XXXv, 100. 


Arterial embolism: an unusual complication following 
the intramuscular administration of bismuth. A. 
GamMeL. J. Am. M. Ass., 1927, Ixxxviii, 998. 

A statistical investigation into the causation of pul- 
monary embolism following operation: suggested predis- 
posing causes: results of the investigation. W. A. Lister. 
Lancet, 1927, ccxii, 111. [86] 

Fat embolism. D. Vannuccrt and P,. FRANCESCHINI. 
Arch. ital. di chir., 1926, xvi, 585. 

Fat embolism; case report. R. E. Burns. Wisconsin 
M. J., 1927, xxvi, 156. 


116 INTERNATIONAL ABSTRACT OF SURGERY 


Hereditary hemorrhagic telangiectasia. IE. C. 
Brit. M. J., 1927, i, 423. 

An unusual type of nevus. J. T. INcram. Proc. Roy. 
Soc. Med., Lond., 1927, xx, 561. 

Hemangiectatic hypertrophy of the arm. C. C. Bearty. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 532. 

Ligation of the common carotid artery. G. DEVINCENZI. 
Rev. méd. d. Uruguay, 1926, xxix, 336. 

The nature and distribution of the lesions in syphilitic 
aortitis. W. W. Warre. Am. J. M. Sc., 1927, clxxiii, 357. 

The treatment of varicose veins by organic arsenic in- 
jections. W. M. Borcuerps. Brit. M. J., 1927, i, 375. 

A case of traumatic ancurism of the right vertebral ar- 
tery. A. Gicito. Policlin., Rome, 1926, xxxiii, sez. chir., 612. 

A case of multiple ancurisms of the splenic artery. J. A. 
Berry. Lancet, 1927, ccxii, 490. 

Cirsoid ancurism of right suprascapular artery. C. P. G. 
WAKELEY. Proc. Roy. Soc. Med., Lond., 1927, xx, 545. 

Aneurism after a gunshot injury of the external iliac 
artery. J. SArrLeR. Gydégydszat, 1926, Ixvi, 932. [86] 

Wiring with electrolysis in saccular anecurism. H. A. 
Hare. J. Am. M. Ass., 1927, Ixxxviii, 230. [86] 

Pathological rupture of the popliteal artery. PATEL 
and Rocuet. Lyon chir., 1926, xxiii, 786. 

Observations on the surgery of the large arteries. E. 
Ann. Surg., 1927, Ixxxv, 173. 


Blood; Transfusion 


The significance of blood group studies for determination 
of the maturity of certain individuals. H. Reicuer. Wien. 
med. Wchnschr., 1926, Ixxvi, 1323. 

A photographic method of counting blood cells. A. H. 
Sanrorb. J. Lab. & Clin. Med., 1927, xii, 456. 

The reticulo-endothelial system, with special reference 
to the lymphocytes. H. E. Jorpan. Virginia M. Month., 
1927, lili, 776. 

Affections of the reticulo-endothelial system. O. HENSEL. 
Med. J. & Rec., 1927, xxv, 299. 

A new micromethod for study of the sedimentation 
reaction of the red cells. MueLLER-SCHEVEN. Deutsche 
med. Wchnschr., 1926, lii, 1896. 


Gentian violet and acriviolet in pernicious anemia: 
H. M. Conner. Med. J. & Rec., 1927, cxxv, 9. [86] 

Leukemia—a sarcoma: bone evidence; report of two 
cases. S. M. Cone. Arch. Surg., 1927, xiv, 542. 

Studies on leukemia. I. Concerning the fragility of the 
white blood cells. P. Szttarp. Am. J. M. Sc., 1927, 
clxxiii, 343. 

Studies on leukemia. II. Concerning the action of the 
roentgen rays. P. SzitArp. Am. J. M. Sc., 1927, clxxiii, 

8 


A case of essential thrombocytopnic purpura hemor- 
rhagica a year after splenectomy. B. Myers. Proc. Roy. 
Soc. Med., Lond., 1927, xx, 541. 

A report of too blood transfusions. E. G. WATERS. 
Med. J. & Rec., 1927, cxxv, 314. 

Citrated blood: the behavior of the platelets. M. G. 
Gicuner. J. Am. M. Ass., 1927, lxxxviii, 893. : 

Transfused blood in infants with severe malnutrition. 
H. Bakwin, P. S. Astrowe, and H. Rivkin. Am. J. Dis. 
Child., 1927, xxxili, 442. 

A case of transfusion with incompatible blood. P. 
Morvitte. Ugesk. f. Laeger, 1926, Ixxxviii, 967. 


Lymph Vessels and Glands 


Roentgen-ray treatment of lesions of the lymphoid 
tissue. W. A. Evans and T. LeucutiA. Am. J. Roent- 
genol., 1927, xvii, 54. 

Early tuberculosis of the mesentery lymph nodes: report 
of two cases. F. B. Tatsor. Med. Clin. N. Am., 1927, 
X, 1175. 

The etiology of venereal granuloma; simple subacute 
inguinal adenopathy with intraganglionic suppuration. 
M. Favre. Presse méd., Par., 1927, Xxxv, 117. 

Aleukemic lymphadenosis. F. P. Weser. Proc. Roy. 
Soc. Med., Lond., 1927, xx, 543. 

The rationale of radiotherapy in Hodgkin’s disease and 
lymphosarcoma. A. U. Desyarpins. Am. J. Roentgenol., 
1927, XVii, 232. {88 

Two cases of lymphoblastoma with an increase in the 
basal metabolic rate. C. I. Krantz. Med. Clin. N. Am., 
1927, X, 1263. 


SURGICAL ‘TECHNIQUE 


Operative Surgery and Technique; 
Postoperative Treatment 


The pre-operative preparation of the diabetic patient, 
with a discussion of so-called diabetic gangrene. FE. H. 
Mason. Canadian M. Ass. J., 1927, xvii, 23. [89] 

The resorption of calcium after its oral administration. 
F. Lascu and K. Neumayer. Biochem. Ztschr., 1926, 
clxxiv, 333. 89] 

Surgical pitfalls. J. E. Summers. Nebraska State M. J., 
1927, Xii, 98. 

The use of insulin in surgical operations. H. MACLEAN. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 309. [89] 

The effect of sterilization on horsehair. J. E. SCHAEFER. 
Surg., Gynec. & Obst., 1927, xliv, 411. 

Cicatricial contraction following burns. W. C. ScHLEy. 
Ann. Surg., 1927, Ixxxv, 472. 

The repair of cicatricial contractures of the neck. C. N. 
Dowp. Surg:, Gynec. & Obst., 1927, xliv, 396. 

Dormalgin as a substitute for morphine. I’. G. MEvER. 
Zentralbl. f. Chir., 1926, lili, 2838. 

A method of fixing hooks to adhesive strapping. R. E. 
Ke.ty. Brit. M. J., 1927, i, 462. 


Two practical dressings. C. B. Strraucu. Deutsche med. 
Wcehnschr., 1926, lii, 1689. 

Physiotherapy in the postoperative management - of 
surgical cases. J. T. Case. Bull. Battle Creek Sanit. & 
Hosp. Clin., Battle Creek, Michigan, 1927, xxii, 46. 

The cause of postoperative rupture of abdominal incisions. 
L. Freeman. Arch. Surg., 1927, xiv, 600. 90 

The des:ription of a new method of managing certain 
yainful conditions. B. Branpt. Zentralbl. f. Chir., 1926, 
iii, 3012. 

Postoperative disturbances of the metabolism. II. A 
new modification of the blood during anesthesia: hyper- 
uremia. F. VARELA and P. Rusino. Rev. Soc. argent. de 
biol., 1926, ii, 579. 

The prognostic significance of acholuria in postoperative 
conditions. J. C. Esrot. An. Fac. de med., Univ. de 
Montevideo, 1926, xi, 690. 

Postoperative susceptibility to tetany. A. JaLcowrrz 
and F. Startincer. Arch. f. klin. Chir., 1926, cxl, $i; 

9 


Intravenous infusion of pituitrin-saline solution in the 
treatment of postoperative intestinal paralysis. E. Voor. 
Muenchen. med. Wchnschr., 1926, Ixxiii, 1509. [91] 


we 


BIBLIOGRAPHY OF CURRENT LITERATURE 117 


Antiseptic Surgery; Treatment of Wounds 
and Infections 


Biological antisepsis. J. H. Kettocc. Am. J. Surg., 
1926, i, 249; Bull. Battle Creek Sanit. & Hosp. Clin., 
Battle Creek, Michigan, 1927, xxii, 1. [92] 

Mercurochrome-220—its intravenous use. H. H. 
Younc and J. H. Hitt. Arch. Pediat., 1927, xliv, 152. 

The chemotherapy of streptococcemia. R. A. KILDUFFE. 
J. Lab. & Clin. Med., 1927, xii, 572. 

The treatment of gonorrhoeal rheumatism and septice- 
mia by the intravenous injection of antigonococcic serum. 
Ravaut and Ducourtioux. Presse méd., Par., 1927, 
XXXV, I. 

The treatment of tetanus. S. O. FREEDLANDER. Ann. 
Surg., 1927, Ixxxv, 405. 

Four cases of anthrax treated with Sclavo’s serum. R. H. 
Boccon. Lancet, 1927, ccxii, 435. [92] 

The use of solutions of certain dyestuffs in glycerine in 
surgical therapeutics. V. PretH. Am. J. Surg., 1927, ii, 
239. 
Conservative and operative treatment of furuncles and 
carbuncles. SonNTAG. Ztschr. f. aerztl. Fortbild., 1926, 
xxiii, 666. 

Conservative and operative treatment of furuncles and 
carbuncles. F. Gunraver. Ztschr. f. aerztl. Fortbild., 
1926, xxiii, 666. 

The treatment of inflammatory processes and infections 
with the products of inflammation. W. BArFurTH. Deutsche 
med. Wchnschr., 1926, lii, 996. 


Anesthesia 


The physiological basis of hypnosis and suggestion. S. 
R. Wirson. Proc. Roy. Soc. Med., Lond., 1927, xx, 503. 

Anesthesia. A. L. Fremminc. Bristol M.-Chir. J., 
1927, xliv, 1. 

Experiences with anesthesia in 1925. J. S. Lunpy. 
Anes. & Anal., 1927, vi, 38. 

The problem of anesthesia in private practice. F. 
Repact. Policlin., Rome, 1926, xxxili, sez. prat., 1782. 

The cardiac output in the dog during ether anesthesia: 
I. The effect of ether anesthesia on the cardiac output. 
A. Bratock. Arch. Surg., 1927, xiv, 732. 

Nitrous oxide and oxygen in the poor surgical risk: 
with special reference to magnesium sulphate, morphine 
and novocain. H. K. Dimricu. Anes. & Anal., 1927, vi, 
35: 93] 

The preparation of the dental patient for nitrous oxide- 
oxygen anesthesia: with special reference to the pre- 
operative use of orange juice. B. H. Harms. Anes. & 
Anal., 1927, vi, 43. [93] 

Anesthesia in the head specialties as given at the Uni- 
versity of Iowa. M. A. Ross. Anes. & Anal., 1927, vi, 
46. [93] 
The administration of ethylene-oxygen anzsthesia. 
R. J. Pickarp. Anes. & Anal., 1927, vi, 51. [93] 

Spinal anesthesia. P. GRAFFAGNINO. New Orleans M. 
& S. J., 1927, Ixxix, 657. 

Ethyl] chloride in local anesthesia. J. B. Carnetr. Ann. 
Surg., 1927, Ixxxv, 475. 


PHYSICOCHEMICAL METHODS IN SURGERY 


Roentgenology 


Some recent studies in radiobiology. J. Firker. Bru- 
selles-méd., 1927, vii, 348. 

Clinical and physiological deductions from synchronized 
roentgen-ray exposures. F. M. McPHeprAN and C. N. 
Wey. Am. J. M. Sc., 1927, clxxiii, 313. 

A metallic roentgen tube (Philips metalix), and a deter- 
mination of the permeability of its walls to roentgen rays. 
N. A. Popkaminsky. Am. J. Roentgenol., 1927, xvii, 324. 

A new uniform potential deep roentgen therapy ap- 
paratus. A. MutscHeLLter. Am. J. Roentgenol., 1927, 
xvii, 328. 

The treatment of fungus diseases of the head with 
roentgen rays. M. Y. Nemenow. Urol. & Cutan. Rev., 
1927, XXXi, 159. 

he X-rays and radium in the fight against cancer. 
G. E. PranLer. Wisconsin M. J., 1927, xxvi, 75. Radiol- 
OZY, 1927, Vili, 215. 

Radiation and operation for various forms of cancer. 
Opitz. Zentralbl. f. Chir., 1926, liii, 2783. 

The question of the local or general action of roentgen 
rays in carcinoma. JUENGLING. Zentralbl. f. Chir., 1926, 
liii, 2787. 

X-ray therapy in skin malignancies. J. M. Martin. 
Radiology, 1927, viii, 204. 


Radium 


Radium therapy. C. S. Oakman. J. Indiana State M. 
Ass., 1927, Xx, 106. 


Principles underlying treatment by radium. C. Mac- 
DONALD. Med. J. Australia, 1927, i, 398. 

The therapeutic uses of radium emanation. J. Murr. 
Med. J. & Rec., 1927, cxxv, 409. 

Radium therapy in cutaneous and mucocutaneous can- 
cerous processes. S. NoGuer Mort. Rev. méd. de 
Barcelona, 1926, iii, 507. 


Miscellaneous 


The treatment of rickets and tetany with irradiated 
milk. E.S. Hatac. Rev. especialidades, 1926, i, 1091. 

The evolution of light therapy. J. D. Gipson. Therap. 
Gaz., 1927, xliii, 169. 

Carbon arc and flame lamps in medicine and surgery. 
H. Goopman. Am. J. Roentgenol., 1927, xvii, 342. 

Ultraviolet radiation therapy. Brit. M. J., 1927, i, 567. 

Ultraviolet rays: their place in medicine. fF. HERNAMAN- 
Jounson. Brit. M. J., 1927, i, 562. 

The treatment of encephalitis lethargica associated with 
Parkinsonism by ultraviolet rays. R. Fawcirr. Brit. M. 
J., 1927, i. 422. 

The effect of ultraviolet light on oxygen consumption 
and total metabolism. IE. H. Mason and H. H. Mason. 
Arch. Int. Med., 1927, xxxix, 317. 

Anaphylaxis and ultraviolet light treatment. A. Bryce. 
Brit. M. J., 1927, i, 509. 

Quartz light therapy. E. N. Kime. J. Indiana State M. 
Ass., 1927, XX, III. 

Diathermy. pe Bruxelles-méd., 1927, vii, 


f 
n 
A 
e 
re 
‘Z 
1| 
1 ] 


118 INTERNATIONAL ABSTRACT OF SURGERY 


MISCELLANEOUS 


Clinical Entities—General Physiological 
Conditions 


Local immunity in experimental erysipelas. H. L. 
Amoss and E. A. Buiss. J. Exper. Med., 1927, xlv, 411. 

The treatment of gangrene of the extremities. G. E. 
Gask, W. S. Hanptey, P. Turner, C. FRANKAU, and 
others. Proc. Roy. Soc. Med., Lond., 1927, xx, 481. 

Injection of a pilonidal cyst with lipiodol. J. Brams. 
Radiology, 1927, viii, 248. 

Concerning the existence of a true sebaceous adenoma. 
V. Perrinarr. Arch. ital. di chir., 1926, xvi, 693. 

Melanoma of the lower extremity. N. W. GREEN. 
Ann. Surg., 1927, Ixxxv, 457. 

Some notes on cancer. XI. W. Meyer. Med. J. & 
Rec., 1927, CXXv, 302. 

Some notes on cancer. XII. W. Mever. Med. J. & 
Rec., 1927, Cxxv, 375. 

The cancer problem. W. J. Mayo. Surg., Gynec. & 
Obst., 1927, xliv, 340. 

Progress in cancer research. T. J. GLover. Med. Press, 
1927, CXXiii, 213. 

The medical student and his relation to the cancer prob- 
lem. B.'T. Simpson. N. York State J. M., 1927, xxvii, 277. 

The etiology of cancer. A. H. Rorro. Crén. méd., 
Lima, 1926, xliii, 305. 

The question of development of malignant tumors. F. 
BLUMENTHAL. Deutsche med. Wchnschr., 1926, lii, 1283. 

Biopsy in the diagnosis of malignancy. J. C. BLoopGoop. 
South. M. J., 1927, xx, 18. 94 

Serum diagnosis of carcinoma with precipitate. H. 
LeuMANN-Facius. Ztschr. f. Immunitaetsforsch. u. exper. 
Therap., 1926, xlviii, 397. 

The meiostagmin reaction in the diagnosis of carcinoma. 
I’. GREEN. Canadian M. Ass., J., 1927, xvii, 313. 

Anemia in cancer. R. Isaacs. Med. Clin. N. Am., 
1927, X, 1219. 

Cancer of twenty-five years’ duration. H. H. Kretzier. 
Northwest Med., 1927, xxvi, 138. 

The danger of incomplete removal of small and apparent- 
ly innocent lesions. J. C. BLoopGoop. Surg., Gynec. & 
Obst., 1927, xliv, 413. 

The influence of light on the growth and malignancy of a 
transplantable neoplasm of the rabbit. L. Pearce and 
C. M. Van ALLEN. J. Exper. Med., 1927, xlv, 483. 

The present status of chemotherapeutic cancer in- 
vestigation. N. WATERMAN. Ergebn. d. inn. Med. u. 
Kinderh., 1926, xxx, 304; 1926: Berlin, Springer. 

The use of colloidal gold in inoperable cancer. FE. H. 
Ocusner. Internat. J. Med. & Surg., 1927, xl, 100. 

I’nd-results of cancer cases and the factors determining 
them. R. B. Greenoucn. Am. J. M. Sc., 1927, clxxiii, 
412. 

The etiology of Rous sarcoma. M. Lapmart. Riforma 
med., 1926, xlii, 1179. 

The mechanism of the formation of sarcoma. A. 
CarrELL. Policlin., Rome, 1926, xxxiii, sez. prat., 1752. 

Sarcomatosis cutis (type Perrin). E. G. G. Littie. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 566. 

Basal-squamous-cell epithelioma. H. MontTcomeEry. 
Proc. Staff Meetings Mayo Clinic, March 16, 1927. — [95] 

Malpighian. epithelioma simulating mycosis of the leg. 
M. Cusant. Riforma med., 1926, xlii, 1177. 


General Bacterial, Protozoan, and Parasitic 
Infections 


Septicemia due to the bacillus enteritidis of Gaertner. 
F. R. Ruiz and J. Martinez. Rev. méd. d. Rosario, 1926, 
xvi, 488. 

Tularemia. W. G. Girtetr. J. Kansas M. Soc., 1927, 
XXxvii, 77. 

Tularemia in Alabama: case report. J. M. Mason and 
FE. M. Mason. South. M. J., 1927, xx, 251. 

A fatal case of tularemia. L. H. Ruttepce. J. Am. M. 
Ass., 1927, Ixxxviii, 788. 

The determination of virulence of streptococci. G. V. 
Secre. Gior. batteriol. e immunol., 1926, i, 633. 

Treatment of acute poliomyelitis with poliomyelitis 
antistreptococcus serum: results from 1921 to 1925. E.C. 
Rosenow and A. C. Nicket. Am. J. Dis. Child., 1927, 
xxxili, 27. [95] 

The diagnosis of echinococcus disease with the aid of 
intradermal reaction. G. IcHox. Presse méd., Par., 1927, 
XXxv, 118. 

Echinococcus disease in Missouri. E. P. Hetter. J. 
Missouri State M. Ass., 1927, xxxiv, 93. 

Serological tests for hydatid disease. I. Hrtes. Proc. 
Roy. Soc. Med., Lond., 1927, xx, 708. 

Echinococcus cysts in infancy. L. Baccarrtnt. Arch. 
ital. di chir., 1926, xvii, 73. 

A fatal case associated with filarial infection. K. M. 
Kuan. Indian M. Gaz., 1927, Ixii, 147. 

Estimation of the cure of bilharziasis. F. G. CAwston. 
Brit. M. J., 1927, i, 512. 


Ductless Glands 


The autoprotective function of the endocrines. R. B. 
Weivcer. Am. Med., 1927, xxxiii, 151. 

Pathological conditions of the endocrine sympathetic 
system and pseudo-tuberculosis. A. Spanto. Riforma 
med., 1926, xlii, 1156. 

Epilepsy and the ductless glands. V. E. Lawrence. J 
Kansas M. Soc., 1927, xxvii, 81. 


Surgical Pathology and Diagnosis 


Tissue diagnosis in the operating room. J. C. BLoop- 
coop. California & West. Med., 1927, xxvi, 347. 


Experimental Surgery 


The debt of medicine to the experimental method of 
Harvey. Str J. R. BRapForp. Lancet, 1926, ccxi, 839. [95] 
Free autoplastic transplantation of cartilage. A. MANN- 
and B. Zypkin. Arch. f. klin. Chir., 1926, cxli, 


Hospitals; Medical Education and History 


The duty of the hospital staff to the intern. G. E. 
FoLtansBEE. J. Am. M. Ass., 1927, lxxxviii, 773. 

Artificial illumination of the operating room. L. 
Druener. Deutsche Ztschr. f. Chir., 1926, cxcviii, 281. 

The hospital’s function in medical education. N. P 
J. Am. M. Ass., 1927, Ixxxviii, 781. 


wee 


Cec 


